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PREFACE 


TO  THE 

SECOND  EDITION. 

In  offering  a Second  Edition  of  this 
Work  to  the  Profession,  the  Author 
begs  to  express  his  acknowledgments 
for  the  flattering  reception  with  which 
the  first  was  honoured  ; trusting,  at  the 
same  time,  that  he  may  be  permitted  to 
allude  to  its  rapid  sale  in  proof  of  its 
necessity  and  use. 

In  America  the  First  Edition  of  this 
Treatise  has  already  been  republished 
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by  Doctor  Bell,  a physician  of  Philadel- 
phia; and  in  a French  work  upon  Ope- 
rative Surgery,  by  Mons.  Costar,  a 
Parisian  Surgeon,  of  ability,  nearly  ihc 
whole  has  been  introduced.  The  latter 
gentleman,  however,  has  thought  fit  to 
deviate  from  the  plan  which  is  here  pre- 
served, by  treating  of  dislocations,  frac- 
tures, difficult  accouchemens,  and  some 
other  cases  for  surgical  treatment,  such 
as  can  only  be  practised  on  the  living- 
subject,  and  are  therefore  to  be  excluded 
from  a work  professedly  designed  for 
the  use  of  students  in  operating  on  the 
dead  body. 

Still  to  Mons.  Costar’s  manual,  the 
author  is  indebted  for  an  account  of 
some  French  Operations,  with  which  he 
was  not  perfectly  acquainted  when  pub- 
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lishing'  the  former  Edition  of  this  Work, 
but  which,  having*  since  practised,  he 
has  inserted  in  the  following  pages. 

For  several  valuable  additions  to  be 
found  in  the  present  Treatise,  the  au- 
thor has  to  express  his  thanks  to  his 
professional  friends  ; and  particularly  to 
Mr.  Aston  Key,  for  a very  interesting 
and  instructive  case  of  partial  amputa- 
tion of  the  foot,  and  also  for  permission 
to  introduce  a drawing*  of  his  new 
instruments  for  the  operation  of  Li- 
thotomy. 

To  Sir  Astley  Cooper,  not  only  for 
the  favourable  manner  in  which  he  has 
been  pleased  publicly  to  notice  the 
work,  and  for  the  sacrifice  of  a consi- 
derable portion  of  his  valuable  time,  in 
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attending-  the  author’s  performance  of 
the  foreign  operations  here  described, 
but  also  for  other  attentions,  by  means 
of  which  the  present  edition  has  been 
much  improved,  the  author  feels  him- 
self bound  to  express  his  warmest  ac- 
knowledgments. 


Cheltenham,  March  Is/,  1825. 
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INTRODUCTION. 


THE  most  cursory  description  of  the 
operations  of  Surgery,  is  more  than  suffi- 
cient to  demonstrate,  that  the  art  of  per- 
forming them,  with  a proper  regard  to  the 
lives  and  necessities  of  patients,  can  neither 
be  learned  by  a spectator,  nor  taught  by 
any  prescribed  rules,  without  actual  and 
frequent  practice. 

The  Surgeon  is  required  to  know  the 
form,  structure,  situation  and  uses  of 
every  organ  in  the  living  body ; and  he 
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acquires  this  knowledge  principally  by 
dissection  of  the  dead  ; it  has  therefore 
been  acknowledged  from  antiquity,  that 
he  must  dissect ; and  it  is  expedient  that 
he  should  do  so,  with  all  the  guidance 
and  assistance,  which  the  experience  and 
instruction  of  others  can  supply.  The 
knowledge  of  anatomy,  and  the  art  of 
operating  on  the  human  body  are,  how- 
ever, distinct ; and  depend  upon  the  prin- 
ciples of  different  sciences.  The  latter  is 
especially  derived  from  Mechanics,  as 
well  as  from  Anatomy,  and  it  is  regulated 
by  the  doctrines  of  Surgery,  which  at 
once  inform  the  practitioner  what  will  be 
the  state  of  his  patient  after  any  operation, 
and  suggest  to  him,  the  means  of  render- 
ing that  state  as  favourable  as  possible. 

The  ultimate  benefits  of  any  surgical 
operation,  must,  of  necessity,  depend 
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greatly  on  the  dexterity  of  the  operator, 

and  any  failure  from  a deficiency  in  this 
respect  is  not  less  disgraceful  to  him,  than 
unfortunate  for  his  patient.  The  import- 
ance therefore  to  the  student,  of  actual 
practice  on  the  dead  body,  cannot  be  too 
highly  estimated. 

If  the  Surgeons  of  France  retain, in  any 
respect,  the  superiority  they  were  formerly 
acknowledged  to  possess  over  those  of  this 
country,  it  is  as  operators ; which  can 
be  accounted  for  only  by  the  attention 
paid  in  the  French  Schools,  to  the  practice 
of  operating  on  the  dead:  while  this 
means  of  education  seems  to  be  less 
insisted  on,  than  might  be  wished  or 
expected,  by  most  English  students  in  the 
dissecting  room.  It  is  usually  taught  in 
London,  as  collateral  to  the  courses  of 

anatomical  lectures,  few  of  which  are 

b 2 


IV 


I XTHODUCTIOX. 


devoted  to  the  subject:  while  the  practical 
knowledge  is  chiefly  obtained  from  cases 
furnished  by  the  hospitals.  These  are 
indeed  the  only  public  opportunities  of 
acquiring  a qualification  so  essential  to 
the  professional  character,  so  important 
to  society. 

The  Author  is  not  aware  that  any 
concise  work  exists,  the  sole  object  of 
which,  is  to  enable  the  student  to  practise 
surgical  operations  upon  the  dead  subject, 
preparatory  to  performing  them  on  the 
living;  and  he  has,  in  common  with 
several  of  his  friends,  frequently  felt  the 
want  of  some  such  guide  to  direct  his 

studies. Descriptionsofapproved  methods 
of  operating  on  the  living  body,  are  indeed 
to  be  found  dispersed  through  various 
surgical  works,  but  all  of  them  are  too 
voluminous,  and  too  expensive,  to  be  used 
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in  the  dissecting  room.  By  the  publication 
of  the  following  Treatise,  this  desideratum 
is  attempted  to  be  supplied.  For  its  con- 
tents, the  Author's  chief  responsibility  is 
that  of  a faithful  narrator ; the  methods 
of  operating  here  described,  not  resting 
upon  his  authority,  as  the  best  adapted 
for  every  possible  case,  but  as  the  most 
approved,  and  as  those  now  generally 
pursued.  Several  of  ihe  operations  are 
prefaced  by  historical  remarks,  which 
strikingly  exemplify  the  improved  state 
of  Surgery.  The  whole  is  arranged  in  a 
manner  consistent  with  the  Author’s  wish 
of  presenting  the  greatest  number  practi- 
cable upon  one  dead  body  : this  being 
always  a desirable  object,  and  rendered 
too  imperative,  by  the  impediments  so 
injuriously  opposed  to  the  supply  of 
subjects. 
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Those  operations,  which  every  Surgeon 
ought  to  be  able  to  perform  dexterously, 
are  here  described,  in  conformity  with  the 
rules  adopted  in  the  hospitals  of  England 
and  France;  according  to  the  methods 
taught  by  Mons.  Lisfranc,  Surgeon  to  the 
firstDispensary,  and  Professor  of  Opera- 
tive Surgery  at  the  Hospital  of  la  Piti£  in 
Paris ; and  as  the  Author  himself  has  been 
accustomed  to  perform  them;  some  on 
living  subjects,  and  all  on  the  dead  body, 
in  the  course  of  his  private  anatomical 
studies. 

The  operations  which  are  requsite  for 
the  cure  of  Strangulated  Hernia,  for  Hy- 
drocele, for  diseases  of  the  eye,  for  con- 
tractions of  the  (Esophagus,  Urethra, 
and  Intestinum  Rectum,  for  Polypus  in 
the  nose,  and  some  others,  are  omitted,  as 
they  cannot,  in  general,  be  practised  on 
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the  dead  body;  and  as  the  necessary 
qualifications  for  performing  them  are 
both  justly  emorced,  and  ably  explained 
by  the  Teachers  ot  Anatomy  in  London. 
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SHORT  TREATISE 

ON 

#pcrattor  Surgery. 


OF  INCISIONS. 

Though  it  may  appear  superfluous  to  lay 
down  rules  for  oerforming;  the  first  and  most 
simple  of  all  surgical  operations,  it  is  univer- 
sally allowed,  that,  if’  strict  attention  be  not 
paid  by  the  learner  to  the  elements  of  any 
science,  little  hope  can  be  entertained  of 
his  ultimate  success.  It  is  not  sufficient, 
however,  that  the  student  be  able  to  perform 
these  primary  operations,  by  any  fixed  rules, 
unless  he  acquire  also,  that  ease  and  facility, 
which  so  strikingly  distinguish  the  dexterous 
from  the  clumsy  operator.  Hence,  the  neces- 
sity is  manifest,  of  careful  and  minute  atten- 


10 


THE  STRAIGHT  INCISION. 


tion  to  a proper  method  of  holding  the  bis- 
toury, or  scalpel,  while  making  the  various 
incisions  about  to  be  described.  Quickness, 
and  flexibility  of  hand,  are,  indeed,  generally 
obtained,  by  long  and  frequent  practice;  yet 
a proper  method  of  holding  an  instrument, 
tends,  in  no  small  degree,  to  facilitate  these 
desirable  attainments : and,  to  shew  that  this 
point  is  not  too  trifling  to  be  insisted  on,  the 
words  of  a late  distinguished  Professor  arc 
here  introduced.  “ When  that  which  is  sim- 
ple is  fully  attained,  that  which  is  complex 
will  be  more  easily  understood,  and  better 
performed ; and  it  will  often  be  found,  that 
the  final  success  of  that  which  is  great,  very 
much  depends  on  the  accurate  execution  of 
that  which  is  little.  ” 

TO  MAKE  A STRAIGHT  INCISION. 

With  the  fingers  and  thumb  of  the  left 
hand,  put  the  integuments  on  the  stretch, 
and  in  the  right,  take  the  scalpel  or  bistoury, 
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holding  it  between  the  thumb  and  middle  fin- 
ger, at  that  part  where  the  blade  and  handle 
unite,  resting  the  fore-finger  on  the  back  of 
the  blade,  and  applying  the  ring  and  little 
fingers  closely  round  the  handle,  the  extrem- 
ity of  which  will  rest  against  the  side  of  the 
metacarpal  bone  of  the  little  finger.  In  this 
form,  pass  the  instrument  perpendicularly 
through  the  integuments,  and  when  it  has 
penetrated  to  the  necessary  depth,  lower  the 
handle  gradually,  till  the  blade  be  almost 
horizontal,  continuing  the  cut  from  left  to 
right.  When  near  the  point  at  which  it  is  in- 
tended to  terminate  the  incision,  raise  the 
handle,  so  as  to  bring  the  instrument  perpen- 
dicular, in  order  that  the  incision  may  be  of 
equal  depth  from  one  extremity  to  the  other. 

In  making  this  incision,  care  should  be 
taken  not  to  introduce  the  instrument  so 
deep,  as  to  wound  any  important  part,  which, 
may  be  situated  beneath  ; particular  atten- 
tion should  also  be  paid  to  the  state  of  the 
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integuments,  which,  if  not  kept  tense,  roll 
before  the  instrument,  prolonging  the  opera- 
tion, and  causing  unnecessary  pain  to  the 
patient. 

These  precautions  being  attended  to,  no- 
thing more  will,  in  general,  be  required  to 
make  the  first  incisions  in  the  operation  for 
hernia,  in  cutting  upon  arteries,  for  the  remo- 
val of  small  subcutaneous  tumors,  &c.  &c. 


TO  MARE  A CRUCIAL  INCISION. 

This  is  formed  of  two  straight  incisions, 
the  first  of  which  is  made  from  left  to  right, 
as  directed  ; the  second  consists  of  two  cuts> 
each  of  which,  (supposing  a circle  drawn 
round  the  first,)  is  made  from  the  circumfer- 
ence to  the  centre,  or  middle  of  the  first  inci- 
sion, and  at  right  angles  to  it.  By  making 
the  second  incision  in  two  opposite  directions, 
the  integuments  are  kept  tense  during  the 
operation,  and  the  cut  is  made  with  less  pain 
to  the  patient,  than  if  performed  at  once. 
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The  second  Incision  may  also  be  made  thus. 
The  bistoury  is  to  be  held  flat  in  the  hand, 
with  its  cutting  edge  turned  towai'ds  the  ope- 
tator’s  right;  it  is  then  to  be  pushed  under 
the  integuments,  from  the  middle  of  the  far- 
ther border  of  the  first  incision,  till  its  point 
arrives  at  the  spot  where  it  is  intended  to 
commence  the  second.  The  cutting  edge, 
being  now  turned  towards  the  surface,  is  to  be 
protruded  through  the  integuments  from  the 
point  to  the  heel,  and  half  of  the  incision 
finished,  by  drawing  the  bistoury  from  heel  to 
point.  In  the  same  manner  the  opposite  half 
is  to  be  made,  the  operator  thrusting  the  bis- 
toury beneath  the  integuments  towards  him- 
self. This  method  is  more  tedious  and  pain- 
ful than  the  former,  which,  if  cautiously  per- 
formed, is  always  preferable. 

In  dissecting  back  the  flaps,  as  in  the  opera- 
tion of  Trephining,  the  bistoury  is  to  be  held 
like  a writing  pen ; the  point  of  the  nearest 
angle  of  the  cutis  is  to  be  raised  between  the 
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thumb  and  fore-finger  of  the  left  hand,  and 
dissected  back  with  the  point  of  the  bistoury  ; 
then  the  cutting  edge  of  the  knife  is  to  be 
turned  in  a contrary  direction,  and  the  opposite 
angle  dissected  back ; again  the  direction  of 
the  cutting  edge  is  to  be  changed,  and  so  on 
alternately,  for  either  of  the  remaining  angles. 


TO  MAKE  ELLIPTICAL  INCISIONS. 

These  are  frequently  employed  in  Surgical 
operations,  as  in  the  removal  of  schirrous 
breasts,  tumors  of  considerable  size,  and  in  all 
cases  in  which  a portion  of  integument  is  to 
be  taken  away  with  the  diseased  part. 

The  Operator  with  his  left  hand  draws  the 
integuments  towards  him  away  from  the  line 
which  the  incision  is  to  take ; whilst  an  assis- 
tant keeps  them  tense  by  pulling  them  in  an 
opposite  direction.  The  inferior  half  of  the 
ellipsis  is  to  be  first  formed,  the  course  and 
extent  of  which  being  fixed,  the  cut  is  to  be 
made  from  left  to  right.  The  superior  is  then 
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to  be  finished  in  the  same  manner,  taking 
care  that  it  correspond  at  every  point  with 
its  fellow.  The  part  may  now  be  dissected 
out,  and  the  lips  of  the  wound  brought  in 
contact,  to  ascertain  whether  they  exactly 
coincide. 

The  parietes  of  the  abdomen,  and  the  glu- 
teal region  are  the  parts  best  adapted  for 
practising  these  incisions,  there  being  gen- 
erally more  fat  between  the  integuments  and 
muscles  in  those  situations,  than  in  any  other 
parts  of  the  body. 


TO  PUNCTURE  AN  ABSCESS. 

A collection  of  matter,  when  superficially 
seated,  is  generally  evacuated  by  a puncture 
made  with  a lancet ; but  when  the  abscess  is 
at  a considerable  distance  from  the  surface,  a 
straight  bladed  bistoury*  is  the  best  instru- 
ment for  performing  the  operation,  which 
should  be  done  thus. 

The  bistoury  is  to  be  held  nearly  perpen- 
* See  Plate  III.  Fig.  3. 
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ABSCESS.  — SINUS. 


dicular,  with  its  point  downwards,  grasping 
the  heel  between  the  thumb  and  fore-finger 
of  the  right  hand,  the  middle  finger  being 
placed  on  the  side  of  the  blade,  at  the  same 
distance  from  its  point,  as  the  matter  is  sup- 
posed to  be  from  the  surface.  The  hand  be- 
ing supported  by  the  ring  and  little  fingers, 
the  bistoury  is  to  be  passed  through  the  in- 
teguments into  the  abscess : the  situation  of 
the  middle  finger  thus,  prevents  the  instru- 
ment from  puncturing  too  deep. 

TO  DILATE  A SINUS  ON  A GROOVED 
DIRECTOR. 

The  handle  of  the  director  is  to  be  held  be- 
tween the  index,  the  middle  fingers,  and  the 
thumb,  of  the  right  hand,  and  its  point  intro- 
duced into  the  sinuous  opening:  then  the 
handle  is  to  be  taken  in  the  same  manner  in 
the  left  hand,  and  a Phymosis  knife,  or  a 
straight  narrow  bladed  bistoury,  is  to  be  held 
in  the  right,  with  its  cutting  edge  directed 
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upwards;  and  in  this  way  passed  along  the 
groove,  lowering  the  handle  of  the  director  as 
the  knife  is  pushed  forwards,  till  it  reaches 
the  extremity  of  the  sinus ; there  it  is  to  be 
forced  upwards  through  the  integuments,  and 
the  operation  finished  by  cutting  towards  the 
left  hand ; the  director  being  withdrawn,  as 
the  incision  is  terminated. 

LIGATURES  ON  ARTERIES. 

The  art  of  applying  ligatures  on  arteries 
with  a proper  degree  of  constriction,  so  as  to 
ensure  the  certainty  of  their  action  on  the  tied 
vessel  is  of  the  utmost  importance  in  the 
practice  of  Surgical  operations.  It  is  requi- 
site that  the  following  cautions  be  observed 
in  all  cases.  That  the  fingers  of  the  left  hand 
be  applied  parallel  to  the  direction  of  the  in- 
cision, so  as  not  only  to  mark  its  course  and 
extent,  but  also  to  keep  the  integuments 
tense.  The  ligatures  should  be  round  and 

compact ; those  composed  of  a single  waxed 

a 
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thread  are  generally  strong  enough  for  secu- 
ring any  artery.  The  eyed  probe  slightly 
curved,  and  the  anuerismal  needle,  are  the 
instruments  best  adapted  for  passing  the  lig- 
ature beneath  the  vessel,  which  should  be 
separated  from  its  lateral  connections  as 
little  as  possible,  yet  dissected  clean  at  that 
part  where  it  is  about  to  be  secured.*  The 
ligature  should  be  applied  horizontally,  and 
drawn  with  an  even  force,  so  as  to  divide  the 
internal  and  middle  coats  of  the  artery  ; taking 
care  that  no  accompanying  nerve  or  vein  be 
included  within  it.  As  it  is  an  extraneous 
body,  it  should  be  rendered  as  small  as  pos- 
sible ; one  of  its  ends  should  therefore  be 
removed,  unless  Mr.  Lawrence’s  method  be 

* An  instrument  has  lately  been  invented  by  Mr. 
Weiss,  Surgical  Instrument  Maker,  in  the  Strand,  for 
the  purpose  of  passing  the  ligature  under  the  artery, 
when  very  deeply  seated,  without  raising  it  from  its 
natural  situation.  I have  once  seen  it  used  by  Mr. 
Travers,  at  St.  Thomas’  Hospital,  in  tying  the  Subcla- 
vian artery  above  the  clavicle. 
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preferred,  of  cutting  off  both  extremities  close 
to  the  knot.  If  the  patient  faint  during  the 
operation,  the  wound  should  not  be  closed 
till  he  be  sufficiently  revived  to  enable  the 
operator  to  see  if  haemorrhage  be  likely  to 
occur  from  any  other  vessel. 

TO  TIE  THE  RADIAL  ARTERY  AT  THE  WRIST, 

Feel  for  the  styloid  process  of  the  radius, 
at  which  point  begin  your  incision  ; continue 
it  through  the  integuments  for  two  inches,  in 
the  direction  of  a line  which,  if  continued, 
would  pass  between  the  condyles  of  the  os 
humeri ; the  artery  will  be  found  superficially 
situated,  having  the  tendon  of  the  supinator 
radii  longus  muscle  on  its  outer  side. 


ULNAR  ARTERY  AT  THE  WRIST. 

Feel  for  the  Pisiform  bone,  half  an  inch 
above  which,  and  on  the  outer  side  of  the 
flexor  carpi  ulnaris  muscle,  make  a straight 
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incision  of  two  inches  in  extent  through  the 
integuments ; cut  through  the  fascia,  an  as- 
sistant drawing  the  internal  edge  of  the 
wound  to  the  inner  side  ; dissect  carefully  by 
tne  side  of  the  tendon,  and  you  find  the  artery 
situated  on  the  outer  side  of  the  nerve.  The 
colour  of  these  smaller  arteries  remote  from 
the  heart,  may  occasionally  lead  the  student 
to  mistake  them  for  veins,  as  the  blood  fre- 
quently remains  in  them  after  death,  especi- 
ally m old  subjects. 


ULNAR  ARTERY  IN  THE  MIDDLE  OF  THE 
FOREARM. 

About  three  fingers  breadth  from  the  inter- 
nal condyle  of  the  os  humeri,  on  the  anterior 
surface  of  the  ulna,  but  near  its  inner  edge, 
begin  the  incision  ; continue  it  in  the  direc- 
tion of  that  bone  for  three  inches ; divide  the 
fascia  to  the  same  extent,  separate  the  pre- 
senting muscles,  which  are,  on  the  outer  side, 
the  palmaris  longus  lying  more  superficial, 
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and  the  flexor  sublimis  deeper  ; and  on  the 
inner,  the  flexor  carpi  ulnaris.  The  nerve 
will  be  found  situated  deeply  in  the  inter- 
space, on  the  outer  side  of  which  the  artery 
is  placed. 


RADIAL  ARTERY  NEAR  THE  ELBOW  JOINT. 

t 

Jn  the  axis  of  the  angle  formed  by  the  two 
condyles  of  the  os  humeri,  and  the  extensors 
and  flexors  of  the  hand,  an  incision  is  to  be 
made  through  the  integuments,  commenced 
a little  below  the  joint,  and  continued  down- 
wards for  three  iuches.  This  exposes  the 
fascia  of  the  forearm,  which  is  to  be  divided 
to  the  same  extent ; when  the  artery  will  be 
laid  bare. 

In  wounds  of  these  small  arteries,  which 
have  free  anastomosing  branches,  two  liga- 
tures are  required  to  suppress  the  haemor- 
rhage ; one  above,  the  other  below  the  wound- 
ed part;  these  are  most  readily  applied  by 
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enlarging  the  incision,  and  thus  exposing  the 
bleeding  vessel.  But  if  the  artery  be  com- 
pletely divided,  its  cut  extremities  retract  to 
a considerable  distance,  the  blood  continues 
to  flow  into  the  neighbouring  cellular  mem- 
brane, and  it  becomes  extremely  difficult  to 
find  the  bleeding  orifice.  In  such  a case,  it  is 
better  first  to  cut  down  on  the  vessel  at  one 
of  the  before  mentioned  points,  between  the 
wound  and  the  heart,  and  apply  the  first  lig- 
ature ; the  lower  bleeding  extremity  will 
then  be  more  readily  discovered. 


BRACHIAL  ARTERY  NEAR  THE  ELBOW. 

This  artery  is  occasionally  punctured  in 
the  operation  of  venesection ; producing  an 
aneurism  at  the  bend  of  the  arm,  which  re- 
quires for  its  cure  the  obliteration  of  the  ves- 
sel. l’hilagrius  is  said  to  be  the  first  who 
tied  this  artery  for  an  aneurismal  swelling ; 
he  secured  it  above  and  below  the  tumor, 
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which  lie  extirpated,  and  filled  the  wound 
-with  such  dressings  as  tended  to  promote 
suppuration.  Dominique  Anel,  a French  mili- 
tary surgeon,  first  tied  the  artery  without 
opening  the  sac.  The  operation  may  be 
performed  as  follows. 

Begin  the  incision  half  an  inch  above  the 
inner  condyle  of  the  os  humeri ; continue  it 
upwards  along  the  inner  edge  of  the  biceps 
muscle  for  at  least  two  inches ; when,  having 
cut  through  the  integuments,  and  generally, 
a little  fat,  you  find  the  median  nerve  rising 
before  the  artery,  which  has  an  accompanving 
vein  on  each  side.  Pass  the  ligature  beneath 
the  vessel  from  its  inner  side,  by  which  means 
the  nerve  is  readily  excluded. 

BRACHIAL  ARTERY  IN  THE  MIDDLE  OF 
THE  ARM. 

Make  an  incision  through  the  integuments 
two  inches  long  on  the  inner  edge  of  the 
biceps  muscle:  this  first  exposes  the  median 
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nerve,  which  has  the  artery  on  its  inner  sitfe 
between  its  two  accompanying  veins;  the  in- 
ternal cutaneous  nerve  is  situated  on  the 
inner  side  of  the  artery,  diverging  from  it,  as 
it  descends  in  the  arm. 

The  operator  may  be  occasionally  con- 
fused by  this  artery  dividing  unusually  high 
in  the  arm  ; in  the  last  extremity  that  I dis- 
sected, the  separation  took  place  in  the  axilla; 
the  two  trunks  ran  down  the  arm  parallel  to 
each  other,  till  they  reached  the  tendon  of  the 
biceps,  where  they  diverged  into  radial  and 
ulnar. 


AXILLARY  ARTERY'. 

A wound  or  aneurismal  tumor  of  the  upper 
part  of  the  brachial  artery  would  require  the 
application  of  a ligature  on  the  axillary 
which  may  be  applied  as  follows. 

The  part  being  shaved,  or  the  hairs  cut 
closely  off  with  a pair  of  scissars,  place  the 
patient  on  his  side,  and  let  the  arm  be  raised 
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up  by  an  assistant;  then  feel  in  the  axilla  for 
the  head  of  the  bone,  which  is  thus  lowered 
by  the  position  of  the  arm  ; over  it  make  an 
incision,  in  the  direction  of  the  limb,  three 
inches  long,  the  middle  part  of  which  should 
be  exactly  over  the  head  of  the  bone ; this 
will  expose  a part  of  the  axillary  plexus, 
behind  the  largest  nerve  of  which,  the  median, 
the  artery  will  be  found : the  vein  passes 
rather  below  the  artery  at  this  part.  After 
the  first  incision  through  the  integuments,  use 
the  blade  of  the  knife  as  little  as  possible,  to 
avoid  wounding  any  of  the  branches  of  the 
vessel. 


SUBCLAVIAN  ARTERY  BELOW  THE 
CLAVICLE. 

This  artery  has  beeu  successfully  tied  by 
the  late  Mr.  Iveate,  Surgeon-general  to  the 
army,  and  by  Mr.  Chamberlaine  of  Kingston, 
Jamaica,  both  in  cases  of  axillary  aneurism. 

The  following,  on  the  dead  subject,  I have 
found  the  most  ready  method  of  securing  this 


26 


SUBCLAVIAN  A LITER  Y. 


vessel.  Put  the  pectoral  muscle  on  the 
stretch  by  raising  the  arm  and  extending  it 
backwards ; then  observe  the  depression 
formed  by  the  junction  of  its  clavicular  with 
its  sternal  portion,  the  direction  of  which 
must  be  the  course  of  the  incision.  Begin  it 
half  an  inch  from  the  sternal  extremity  of  the 
clavicle,  and  continue  it  through  the  integu- 
ments for  three  inches  in  the  above  direc- 
tion ; separate  the  two  portions  of  muscle 
from  each  other  exactly  in  the  course  of  its 
fibres,  then  bring  the  arm  to  the  side,  which, 
by  allowing  of  a wider  separation,  exposes 
more  readily  the  parts  beneath ; at  exactly 
one  third  of  the  length  of  the  clavicle  from  its 
sternal  extremity,  you  find  the  vein  which  is 
situated  directly  anterior  to  the  artery,  often 
concealed  by  fat  and  cellular  membrane. 
To  avoid  wounding  the  vein  the  greatest  care 
is  requisite.  For  this  purpose  the  dissection 
had  better  be  carried  on  with  the  handle  of 
the  scalpel,  after  having  divided  the  muscle. 
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SUBCLAVIAN  ARTERY  ABOVE  THE 
CLAVICLE. 

This  artery  was  first  tied  in  1809,  by  the 
late  Mr.  Ramsden,  of  St.  Bartholomew’s 
Hospital:  the  patient,  who  had  led  a life  of 
excessive  debauchery,  died  five  days  after  the 
operation.  It  has,  however,  now  been  fre- 
quently performed,  and  though  the  majority 
of  the  cases  may  have  terminated  fatally,  yet 
it  has  in  several  instances  been  followed  by 
success.  Doctor  Post,  of  New  York,  has 
given  the  history  of  a case,  in  the  ninth 
volume  of  the  Medico- Chirurgical  Transac- 
tions, which  terminated  favorably.  In  France, 
Dublin,  and  Edinburgh,  the  artery  has  also 
been  tied  with  success : and  since  the  publica- 
tion of  the  former  edition  of  this  work,  Mr. 
Bullen,  of  Lynn  in  Norfolk,  and  Mr*  Aston 
Key,  have  both  performed  the  operation,  and 
their  patients  have  recovered.  The  history  of 
Mr*  Bullen’s  case,  is  inserted  in  the  one  hun- 
dred and  seventeenth  number  of  the  Medical 
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Repository  : Mr.  Key’s  is  published  in  the 
thirteenth  volume  of  the  Medico-Chirurgical 
Transactions. 

' Ry  attending  to  the  following  directions,  I 
have,  in  general,  very  readily  succeeded  in 
tying  this  artery  on  the  dead  subject. 

I Make  an  incision  three  inches  long,  just 
above  the  upper  border  of  the  clavicle,  begin- 
ning half  an  inch  from  its  sternal  extremity, 
or  immediately  on  the  outer  edge  of  the  origin 
of  the  sterno-mastoid  muscle ; continue  it 
through  the  integuments  and  platysma  myoi- 
des,  take  care  not  to  wound  the  vein,  which 
is  situated  before  the  artery,  crossing  it  nearlv 
at  right  angles;  having  separated  it  from  the 
artery,  it  should  be  held  on  one  side  by  an 
assistant ; then  feel  for  the  eminence  formed 
by  the  junction  of  the  bony  with  the  cartila- 
ginous portion  of  the  first  rib,  on  the  outer 
side  of  which  you  find  the  artery  ; the  nerves 
forming  the  axillary  plexus  are  situated  rather 
behind  and  to  its  outer  side.  Owing  to  the 
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depth  of  the  vessel  considerable  difficulty  will 
be  found  in  passing  the  ligature. 

Mr.  Hodgson  has  given  the  following  rules 
for  performing  this  operation.* 

“ The  patient  being  seated  in  a chair,  or 
placed  upon  a table,  in  a horizontal  position, 
with  the  shoulder  of  the  diseased  side  drawn 
downwards  as  much  as  possible,  the  operator 
divides  the  skin  immediately  above  the  clavi- 
cle, from  the  external  margin  of  the  clavicular 
portion  of  the  mastoid  muscle,  to  the  margin 
of  the  clavicular  insertion  of  the  trapezius. 
The  edges  of  this  incision  being  separated, 
the  platysma  myoides  will  be  exposed,  and 
its  fibres  are  to  be  carefully  cut  through,  so 
as  to  avoid  wounding  the  external  jugular 
vein,  which  will  be  found  immediately  under 
them,  near  to  the  middle  of  the  incision. 
When  this  vein  is  discovered,  it  is  to  be 
detached  from  the  surrounding  parts,  and 

I 

* Hodgson  on  the  Diseases  of  Arteries  and  Veins. 
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drawn  towards  the  shoulder  with  a blunt  hook. 
The  operator  then  divides  with  his  knife,  or 
separates  with  his  finger,  the  cellular  mem- 
brane in  the  middle  of  the  wound,  until  he 
arrives  at  the  acromial  margin  of  the  anterior 
scalenus  muscle.  He  passes  his  finger  down  the 
margin  of  this  muscle,  until  he  reaches  the  part 
where  it  arises  from  the  first  rib,  and  in  the 
angle  formed  by  the  origin  of  the  muscle  from 
the  rib  he  will  feel  the  artery.  The  ligature 
is  now  to  be  passed  underneath  the  artery, 
either  with  a common  aneurism-needle  or  that 
recommended  by  Desault.” 

CAROTID  ARTERY. 

The  application  of  a ligature  upon  the  car- 
otid artery  when  wounded,  has  been  several 
times  made,  neither  is  it  a task  of  much  diffi- 
culty, as  the  artery  being  generally  exposed 
by  the  wound  a needle  may  be  at  once  dipped 
beneath  the  vessel,  the  bleeding  from  which 
directs  the  Surgeon  in  the  performance  of  his 
duty. 
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Dr.  Cheston,  of  Gloucester,  used  to  men- 
tion, that  Mr.  Warner,  of  Guy’s  Hospital,  in 
removing  a glandular  tumor  from  the  neck, 
wounded  the  carotid  artery ; and  that  the 
flow  of  blood  was  so  profuse,  the  patient  fell 
back  and  fainted  ; when  Mr.  Else  instantly 
passed  a ligature,  and  secured  the  vessel : this 
happened  near  fifty  years  ago.  Mr.  Lynn  in 
the  Westminster  Hospital,  between  twenty 
and  thirty  years  since,  tied  the  carotid  artery, 
in  consequence  of  several  vessels  about  the 
angle  of  the  jaw, being  wounded  by  a surgeon 
in  attempting  to  extirpate  the  parotid 
gland : the  patient  died  three  weeks  after  the 
operation.*  Doctor  Coley,  a naval  surgeon, 
has' given  the  history  of  a case,  in  the  Medico- 
Chirurgical  Journal  and  Review,  for  January 
1817,  which  occurred  in  1803;  where  Mr. 
David  Fleming,  a naval  surgeon,  tied  the 
artery,  in  consequence  of  the  coats  of  the 


* Medico-Chirurgical  Transactions,  Vol.  V. 
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vessel  having  given  way  a fortnight  after  the 
patient,  a sailor,  had  attempted  to  destroy 
himself  by  cutting  his  throat : the  man  reco- 
vered. In  1801,  Mr.  Abernethy  published  a 
case  of  extensive  injury  done  to  the  neck  by  a 
cow’s  horn,  in  which  the  carotid  artery  was 
wounded ; Mr.  Abernethy  secured  the  vessel 
by  ligature  : the  man  died,  with  symptoms  of 
inflammation  of  the  brain,  thirty-six  hours 
after  the  operation. 

Till  within  the  present  century  the  opera- 
tion of  tying  the  carotid  artery  for  the  cure 
of  aneurism  had  never  been  performed ; a 
case  requiring  it  was  considered  hopeless,  as 
being  beyond  the  reach  of  remedy  by  surgi- 
cal operation. 

Harder  relates  an  instance  in  which  it  was 
once  attempted  at  the  Hospital  of  la  Charity 
in  Paris,  according  to  the  old  method  of 
opening  the  sac,  and  tying  the  vessel  above 
and  below  ; but  so  great  was  the  haemorrhage 
that  the  patient  died  under  the  hands  of  the 
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surgeon.  Sir  Astley  Cooper  was  the  first 
who  ventured  to  secure  the  vessel  by  ligature 
for  this  disease,  since  which,  the  operation 
has  been  many  times  performed  with  success. 

Begin  the  incision  at  the  lower  edge  of  the 
Thyroid  cartilage ; continue  it  upwards  and 
outwards  through  the  integuments  and  pla- 
'tysma  myoides  for  two  inches  and  a half, 
immediately  on  the  inner  side  of  the  sterno 
mastoid  muscle,  so  as  to  form  an  angle  with 
the  Thyroid  cartilage  : dissect  very  carefully 
by  the  edge  of  the  muscle,  drawing  it  a little 
outwards,  and  the  artery  is  found  where  it 
emerges  from  beneath  that  muscle  and  the 
Omo-hyoideus.  Be  careful  not  to  wound  the 
internal  jugular  vein,  which  is  situated  orv the 
outer  side  of  the  artery,  and  rather  anteriorly ; 
the  nervus  vagus  is  behind,  and  to  its  outer 
side,  and  the  descendens  noni  runs  down  the 
front  of  the  artery : the  whole  is  surrounded 
by  condensed  cellular  membrane,  forming  a 
kind  of  sheath. 
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LINGUAL  ARTERY. 

In  wounds  of  the  tongue,  or  in  cases  where 
a considerable  portion  of  that  organ  lias  been 
removed,  the  lingual  artery  of  the  same  side 
may  require  to  be  secured  by  ligature. 

My  friend  Doctor  Wise,  at  the  time  we 
were  practising  together,  in  Paris,  the  opera- 
tions described  in  this  treatise,  made  the 
following  notes  as  a guide  for  finding  the 
lingual  artery. 

The  patient  is  to  be  placed  on  a chair,  with 
his  head  reclining  backwards  on  an  assistant, 
who  should  keep  the  lower  jaw  fixed.  An 
incision,  commenced  over  the  body  of  the 
hyoid  bone,  is  to  be  carried  outwards,  and  a 
little  upwards,  or  towards  the  mastoid  process 
of  the  temporal  bone,  for  two  inches.  By 
this  incision,  the  skin  and  platysma  myoides 
being  cut  through,  the  cervical  fascia  is 
brought  into  view,  over,  or  sometimes  under, 
which  a vein  passes,  which  is  to  be  drawn 
aside — if  this  cannot  be  done,  it  is  to  be  tied. 
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divided,  and  dissected  up.  The  fascia  being 
divided  to  the  same  extent  as  the  external 
wound,  the  posterior  portion  of  the  digastric 
muscle  should  be  drawn  downwards  and  out- 
wards ; when  the  lingual  artery  can  easily  be 
felt  resting  on  the  genio-glossus  muscle,  with 
the  hyo-glossus  over  it,  on  which,  the  lingual 
' nerve  passes.  After  dividing  a few  fibres  of 
the  hyo-glossus,  a ligature  may  be  passed 
round  the  artery,  as  it  runs  along  the  supe- 
rior part  of  the  horn  of  the  hyoid  bone. 

In  performing  this  operation,  care  must  be 
taken,  to  avoid  cutting  the  lingual  nerve,  and 
as  the  superior  thyroid  artery  passes  near  it, 
the  operator  should  guard  against  taking  up 
that  vessel  in  mistake  for  the  lingual. 

ARTERIA  INNOMINATA. 

The  question,  whether  the  Arteria  Inno- 
minata  can  be  safely  obliterated  by  means  of 
a ligature,  is  no  longer  a matter  of  speculation. 
This  difficult  and  hazardous  operation  has 
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been  performed  by  Dr.  Mott,  Professor  of 
Surgery,  in  the  University  of  New  York. 
The  subject  a Sailor,  fifty-seven  years  of  age, 
was  admitted  into  the  New  York  Hospital, 
March  1st,  1818,  with  Subclavian  Aneurism. 
The  tumor  continued  to  increase  in  size,  till 
the  11th  of  May,  when  the  operation  was 
performed.  It  was  undertaken,  first  with  the 
view  of  tying  the  subclavian  artery,  before  it 
passed  through  the  scaleni  muscles,  should  it 
have  been  found  in  a fit  state ; and,  secondly, 
to  tie  the  arteria  innominata,  should  the  for- 
mer be  diseased,  or  too  much  encroached  upon 
by  the  Aneurismal  swelling. 

The  following  is  Dr.  Mott’s  account  of  the 
operation.* 

“ Fie  was  placed  upon  a table  of  the  ordi- 
nary height,  in  a recumbent  posture,  a little 
inclining  to  the  left  side,  so  that  the  light  fell 
obliquely  upon  the  upper  part  of  the  thorax 

* Burns’  Surgical  Anatomy  of  the  Head  and  Neck, 
Second  Edition,  by  Professor  Pattisou. 
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and  neck.  Seating  myself  on  a bench  of  a 
convenient  height,  I commenced  my  incision 
upon  the  tumor,  just  above  the  clavicle,  and 
carried  it  close  to  this  hone  and  the  upper 
end  of  the  sternum  ; and  terminated  it  imme- 
diately over  the  trachea  ; making  it  in  extent 
about  three  inches.  Another  incision,  about 
' the  same  length,  extended  from  the  termina- 
tion of  the  first  along  the  inner  edge  of  the 
sterno-mastoid  muscle.  The  integuments 
were  then  dissected  from  the  platysma- 
myoides,  beginning-  at  the  lower  angle  of  the 
incisions,  and  turned  over  upon  the  tumor  and 
side  of  the  neck. 

“Cutting  through  the  platysma-myoides,  I 
cautiously  divided  the  sternal  part  of  the  mas- 
toid-muscle, in  the  direction  of  the  first  inci- 
sion, and  as  much  of  the  clavicular  portion  as 
the  size  of  the  swelling  would  permit,  and 
reflected  it  over  upon  the  tumor.  The  inter- 
nal jugular  vein  was  encroached  upon  by  the 
swelling,  which  made  this  part  of  the  opera- 
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tion  of  the  utmost  delicacy,  from  the  morbid 
adhesion  of  that  part  of  the  clavicular  portion 
of  the  muscle  to  it,  which  was  detached.  I 
separated  this  portion  of  the  muscle  to  as 
great  an  extent,  however,  as  the  case  would 
possibly  allow,  to  make  room  for  the  subse- 
quent steps  of  the  operation;  only  a part  of 
the  vein  was  exposed.  The  sterno-hyoid 
muscle  was  next  divided,  and  then  the  sterno- 
thyroid, and  turned  upon  the  opposite  side  of 
the  wound,  over  the  trachea.  This  exposed 
the  sheath,  containing  the  carotid  artery,  par 
vagum,  and  internal  jugular  vein.  A little 
above  the  sternum,  1 exposed  the  carotid 
artery,  and  separated  the  par  vagum  from  it; 
then  drawing  the  nerve  and  vein  to  the  out- 
side, and  the  artery  towards  the  ^trachea,  I 
readily  laid  bare  the  subclavian  about  half  an 
inch  from  its  origin.  In  doing  this,  the  han- 
dle of  a scalpel  was  principally  used,  nothing 
more  being  required  but  to'separate  the  cellu- 
lar membrane,  as  it  covers  the  artery.  I 
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judged  it  would  be  very  imprudent  to  intro- 
duce a common  scalpel  into  so  narrow  and 
deep  a wound,  especially  as  it  would  be  placed 
between  twro  such  important  vessels  or  parts, 
as  the  carotid  and  par  vagum,  and  where  the 
least  motion  of  the  patient  might  cause  a 
wound  of  one  or  the  other  of  them.  The 
' proper  instrument,  in  my  opinion,  for  this 
part  of  the  operation,  is  a knife,  the  size  of  a 
small  scalpel,  with  a rounded  point,  and  cut- 
ting only  at  the  extremity  ; this  was  used, 
and  found  to  be  very  convenient  for  this  stage 
of  the  operation.  It  can  be  introduced  into  a 
deep  and  narrow  wound,  among  important 
parts,  without  the  hazard  of  dividing  any  but 
such  as  are  intended  to  be  cut. 

“On  arriving  at  the  subclavian  artery,  it 
appeared  to  be  considerably  larger  than  com- 
mon, and  of  an  unhealthy  colour  ; and  when 
I exposed  it  to  the  extent  of  about  a half  an 

o 

inch  from  its  origin,  which  was  all  that  the 
tumor  would  permit,  to  ascertain  this  circum- 


40 


A UTERI  A INNOM1NATA  . 


stance  more  satisfactorily,  my  friends  concurred 
■with  me  in  opinion,  that  it  would  be  highly 
injudicious,  to  pass  a ligature  around  it.  The 
close  contiguity  of  the  tumor,  would  of  itself, 
have  been  a sufficient  objection  to  the  appli- 
cation of  the  ligature  in  this  situation,  inde- 
pendent of  the  apparently  altered  state  of  the 
artery. 

£<  While  separating  the  cellular  substance 
from  the  lower  surface  of  ihe  artery,  with  the 
smooth  handle  of  an  ivory  scalpel,  a branch 
of  an  artery  was  lacerated,  which  yielded  for 
a few  minutes  a very  smart  haemorrhage,  so 
as  to  fill  the  wound  perhaps  six  or  eight 
times.  It  was  about  half  an  inch  distant 
from  the  innominata , and  from  the  stream 
emitted,  was  about  the  size  of  a crow-quill. 
It  stopped  with  a little  pressure.  1 can 
scarcely  believe  this  to  have  been  the  internal 
mammary,  from  the  haemorrhage  ceasing  so 
quickly  ; though,  from  its  situation,  it  would 
appear  so ; and  if  from  some  irregularity  it 
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were  not  the  superior  intercostal,  it  must  have 
proceeded  from  an  anomalous  branch. 

“With  this  appearance  of  disease  in  the 
subclavian  artery,  it  only  remained  for  me, 
either  to  pass  the  ligature  around  the  arteria 
innominata,  or  abandon  my  patient.  Although 
I very  well  knew,  that  this  artery  had  never 
' been  taken  up  for  any  condition  of  aneurisms, 
or  ever  performed  as  a surgical  operation,  yet 
with  the  approbation  of  my  friends,  and 
reposing  great  confidence  in  the  resources  of 
the  system,  when  aided  by  the  noblest  efforts 
of  scientific  surgery,  I resolved  upon  the 
operation. 

“ The  bifurcation  of  the  innominata  being- 
now  in  view,  it  only  remained  to  prosecute 
the  dissection  a little  lower  behind  the  ster- 
num. This  was  done  mostly  with  the  round 
edged  knife,  taking  care  to  keep  directly  over 
and  along  the  upper  surface  of  the  artery. 
After  fairly  denuding  the  artery  upon  its 
upper  surface,  I very  cautiously,  with  the 
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handle  of  a scalpel,  separated  the  cellular 
substance  from  the  sides  of  it,  so  as  to  avoid 
wounding  the  pleura.  A round  silken  liga- 
ture was  now  readily  passed  around  it,  and 
the  artery  was  tied  about  half  an  inch  below 
the  bifurcation.  The  recurrent  and  phrenic 
nerves  were  not  disturbed  in  this  part  of  the 
operation.” 

The  patient  went  on  well  for  twenty-two 
days,  walked  about  his  ward,  and  in  the  open 
air;  on  the  twenty- third  haemorrhage  occurred 
to  the  extent  of  twenty-four  ounces  ; incon- 
sequence, as  was  afterwards  seen,  of  an  ulcer- 
ation of  the  coats  of  the  artery.  The  bleed- 
ing recurred  again  on  the  twenty-sixth  day, 
in  the  evening  of  which,  he  died,  completely 
exhausted. 

Professor  Pattison  thinks  that  the  occurr- 
ence of  the  fatal  hremorrhage  in  this  case, 
must  be  attributed  to  the  destruction  of  the 
vasa  vasorum  of  so  large  a portion  of  the 
artery  ; and  he  further  remarks,  from  the  facts 
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of  the  case  that  had  the  arteria  innominata 
been  at  once  exposed  and  tied,  without  any 
reference  to  the  subclavian  artery,  that  the 
event  would  have  been  different. 

On  the  dead  subject,  I have  several  times 
succeeded  in  applying  a ligature  around  the 
arteria  innominata,  without  exposing  the  sub- 
clavian, in  the  following  manner. 

The  subject  being  placed  on  its  back,  I 
begin  my  incision  opposite  the  middle  of  the 
upper  edge  of  the  first  bone  of  the  sternum, 
and  continuing  it  through  the  integuments 
carry  it  obliquely  upwards  and  outwards  for 
three  inches,  or  along  the  inner  margin  of  the 
sterno  mastoid  muscle.  I then  cut  through, 
in  the  direction  of  their  fibres,  a few  muscular 
fasciculi  arising  from  the  first  bone  of  the 
sternum,  so  as  to  enable  me  to  pass  my  fin- 
ger beneath  that  bone.  I now  lay  aside  the 
knife,  and  passing  my  left  index  finger  behind 
the  first  bone  of  the  sternum,  I gradually 
insinuate  it  forwards,  making  my  way  through 
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the  cellular  membrane,  till  I feel  the  trachea 
behind  the  middle  part  of  the  above-named 
bone.  laying  against  the  trachea  at  this 
place,  inclined  to  its  forepart  and  right  side, 
the  arteria  innominata  will  be  felt.  By  press- 
ing the  vessel  rather  firmly,  it  will  move 
smoothly  between  the  point  of  the  finger  and 
the  trachea,  and  convey  to  the  operator  a sen- 
sation similar  to  the  feel  of  polished  leather ; 
and  which  a Surgeon,  who  has  once  felt,  will 
not  easily  mistake.  The  difficulty  now,  is  to 
pass  the  ligature,  and  this  must  be  done  by 
separating  the  vessel  from  its  lateral  connec- 
tions by  the  finger,  occasionally  using  the 
handle  of  the  scalpel : then  insinuating  the 
finger  behind  the  vessel,  the  ligature  may  be 
passed,  by  means  of  a curved  aneurism 
needle,  and  the  vessel  secured. 

POSTERIOR  TIBIAE  AT  THE  ANKLE. 

The  patient  being  placed  with  his  face 
downwards,  make  an  incision  two  inches  long 
between  the  inner  malleolus  and  tendo  Achil- 
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lis,  but  nearer  the  former;  cut  through  the 
aponeurosis,  and  you  find  the  artery  nearly 
under  the  malleolus,  having  the  tibial  nerve 
rather  behind  and  to  its  outside,  and  an  ac- 
companying vein  on  each  side. 

POSTERIOR  TIBIAL  RATHER  BELOW  THE 
MIDDLE  OF  THE  LEG. 

A little  below  the  middle  of  the  leg  begin 
an  incision  on  the  inner  edge  of  the  gastroc- 
nemius  ; continue  it  obliquely  for  three  inches 
in  the  direction  of  that  muscle,  so  as  to  se- 
parate  it  from  those  beneath ; elevate  it  with 
the  upper  part  of  the  tendo  Achillis,  and  on 
the  first  division  of  the  muscle  beneath,  you 
find  the  artery  with  the  nerve  rather  behind 
and  to  its  outer  side,  and  an  accompanying 
vein  on  each  side. 

POSTERIOR  TIBIAL  HIGH  UP  IN  THE  LEG. 

Begin  the  incision  below  and  between  the 
condyles  of  the  femur ; continue  it  through 
the  integuments  four  inches  down  the  middle 


46  POPLITEAL  AND  PERONEAL  ARTERY. 

of  the  calf  of  the  leg  ; cut  through  the  apon- 
eurosis and  gastrocnemius  externus  nearly 
to  the  same  extent  till  you  come  to  the  inter- 
nus,  on  the  inner  side  of  the  outer  head  of 
which  you  find  the  artery,  with  the  nerve 
situated  anteriorly  and  to  its  outer  side,  and 
the  vein  rather  before  it 


POPLITEAL  ARTERY. 

Begin  an  incision  between  the  condyles  of 
the  femur,  and  continue  it  upwards  for  three 
inches;  the  artery  will  be  found  deeply  im- 
bedded in  fat,  with  the  tibial  nerve  and  popli- 
teal vein  situated  more  superficially. 

PERONEAL  ARTERY  RATHER  BELOW  THE 
MIDDLE  OF  THE  LEG. 

Let  the  incision  be  three  inches  long,  par- 
allel with  the  fibula,  but  behind  its  outer  edge ; 
a few  muscular  fibres  will  require  to  be  divid- 
ed ; the  artery  may  then  be  felt  by  passing 
the  finger  across  the  bone  to  its  posterior  and 
inner  border,  where  it  is  situated ; as  it  is 
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small  and  deeply  seated,  there  will  be  some 
difficulty  in  passing  the  ligature. 

Mr.  Guthrie,  in  the  seventh  volume  of  the 
Medico- Chirurgical  Transactions,  has  related 
a case  in  which  he  secured  this  artery  higher 
up  the  leg,  to  suppress  the  haemorrhage 
caused  by  a gun  shot  wound. 

ANTERIOR  TIBIAL  IN  THE  MIDDLE  OF 
THE  LEG. 

Begin  an  incision  rather  below  the  middle 
of  the  tibia  on  its  outer  edge  ; continue  it 

upwards  and  outwards,  for  three  inches,  in 
the  direction  of  the  interspace  of  the  tibialis 
anticus,  and  extensor  longus  digitorum  mus- 
cles ; cut  through  the  fascia  to  the  same 
extent,  then  separate  the  muscles,  between 
which,  on  the  interosseus  ligament,  you  find 
the  artery,  having  before  it  a branch  of  the 
peroneal  nerve,  and  an  accompanying  vein 
on  each  side.  These  arteries,  like  the  smaller 
of  the  upper  extremity,  require,  when  wound- 
ed, to  be  secured  by  two  ligatures. 
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ANTERIOR  TIBIA  L,  IMMEDIATELY  AFTER 
PASSING  THROUGH  THE  INTERROSSEOUS 
LIGAMENT. 

Begin  an  incision  an  inch  below,  and  half 
an  inch  on  the  inner  side  of  the  head  of  the 
fibula;  continue  it  down  the  leg  for  about 
four  inches,  cutting  through  the  skin  and 
fascia  ; separate  the  peroneus  longus  from  the 
origin  of  the  extensor  communis  digitorum, 
carrying  the  knife  on  the  inner  side  of  the 
intermuscular  fascia.  The  artery,  with  its 
accompanying  veins  and  nerve,  will  be  found 
on  the  interrosseous  ligament. 

t - 

FEMORAL  ARTERY  IN  THE  MIDDLE  OF  THE 
THIGH. 

The  operation  of  tying  the  femoral  artery, 
where  it  is  situated  in  the  middle  third  of  the 
thigh,  for  the  cure  of  popliteal  aneurism, 
was  first  performed  by  Mr.  Hunter,  and  it  is 
the  operation  now  generally  practised. 

Put  the  Sartorius  in  action  by  placing  the 
leg  in  the  tailor’s  position  ; then  make  an 


FEMORAL  ARTERY  IN  THE  GROIN.  49 


incision,  three  inches  in  length,  rather  above 
the  middle  of  the  thigh,  in  the  oblique  direc- 
tion of  the  muscle,  and  on  its  inner  edge  : 
continue  it  through  the  integuments  and  fat, 
till  the  border  of  the  muscle  is  exposed. 
Observe  the  direction  of  the  fibres  to  ascer- 
tain that  you  have  not  come  upon  the  vastus, 
then  elevate  the  sartorius,  drawing  it  a 
little  outwards,  which  brings  the  femoral 
sheath  into  view ; open  this  with  care  by  a 
small  incision,  and  then  dilate  it  by  cutting 
from  within  outwards  ; this  exposes  the  ar- 
tery, which  has  the  vein  rather  behind  and 
to  its  outer  side. 

FEMORAL  ARTERY  IN  THE  GROIN. 

The  patient  being  placed  on  his  back,  se- 
parate the  thigh  to  be  operated  on  from  the 
other,  and  let  the  leg  hang  over  the  edge  of 
the  table  ; this  renders  the  artery  more  super- 
ficial, by  putting  the  integuments  and  sartori- 
ous  muscle  on  the  stretch.  Begin  the  inci- 
sion half  inch  below  the  middle  of  Poupart’s 
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ligament ; continue  it  downwards  for  three 
inches,  inclining  it  slightly  to  the  inner  side 
of  the  thigh,  taking  care  to  avoid  the  saphe- 
na vein,  which  is  rather  superficially  seated, 
and  nearly  over  the  artery.  Having  cut 
through  the  integuments,  fat,  aponeurosis, 
and  fascia  lata,  ^you  come  to  the  sheath  of 
the  vessels.  This  being  cautiously  opened, 
as  in  the  last  operation,  exposes  the  artery, 
which  has  the  vein  on  its  inner  side,  but 
separated  from  it  by  a process  of  the  sheath  : 
the  anterior  crural  nerve  not  included  in 
the  sheath,  is  a little  to  its  outer  side.  An 
interesting  case  of  ligature  on  this  artery,  for 
a wound  of  the  vessel  caused  by  a hay-fork,  is 
related  by  Mr.  Norman  of  Bath,  in  the  tenth  vo- 
lume of  the  Medico-Chirurgical  Transactions. 


EXTERNAL  ILIAC. 

Mr.  Abernethy  was  the  first  who  tied  this 
vessel  for  inguinal  aneurism.  lie  made  his 
incision  in  the  direction  of  the  artery,  and 
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secured  it  by  two  ligatures.  The  operation 
has  since  been  repeatedly  performed  with 
success.  From  the  number  of  cases  published, 
the  following  appears  to  be  the  most  general 
method  of  securing  the  vessel. 

The  hairs  being  previously  shaved  from  the 
part,  begin  the  incision  about  an  inch  within, 
and  rather  below  the  anterior  and  superior 
spinous  process  of  the  ilium  ; continue  it,  in 
a semilunar  form,  in  the  direction  of  Poupart’s 
ligament,  for  a little  more  than  three  inches, 
so  as  to  make  it  terminate  just  above  the 
external  abdominal  ring : this  exposes  the 
tendon  of  the  external  oblique  muscle,  which 
being  divided  to  the  same  extent,  and  turned 
aside,  lays  bare  the  internal  oblique,  where 
it  arises  with  the  transversalis  from  the  outer 
half  of  Poupart’s  ligament.  With  your  finger, 
or  the  handle  of  the  scalpel  turn  up  the 
borders  of  these  muscles,  and  the  spermatic 
cord  becomes  exposed;  pass  your  finger 
behind  it,  push  the  peritoneum  upwards, 
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and  you  feel  the  artery  with  the  vein  on  its 
inner  side ; they  are  closely  connected  by 
cellular  membrane,  and  must  be  carefully 
separated  with  the  handle  of  the  scalpel,  or 
a blunt  probe.  After  having  cut  through  the 
tendon  of  the  external  oblique,  be  careful  to 
use  the  knife  as  little  as  possible,  lest  you 
wound  the  epigastric  artery,  which  is  gener- 
ally situated  near  the  inner  extremity  of  your 
incision,  crossing  behind  the  spermatic  cord. 
This  accident  happened  to  the  celebrated 
surgeon  Mons.  Dupuytren,  when  performing 
the  operation  at  the  Hotel  Dieu  in  Paris,  in 
the  Autumn  of  1821 : the  haemorrhage  was  so 
copious,  that  two  ligatures  were  required  on 
the  wounded  vessel:  the  patient  afterwards 
died  of  peritonitis. 

Another  caution,  requisite  to  be  observed  in 
performing  this  operation,  is,  that  the  ligature 
be  not  applied  on  that  part  of  the  vessel  which 
is  situated  between  the  origin  of  the  Epigas- 
tric and  Circumflex  arteries.  This  would 
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prevent  the  formation  of  a coagulum  within 
the  vessel,  by  reason  of  the  blood  finding  an 
uninterrupted  course  through  the  Epigastric  : 
and  thus,  at  the  time  when  the  ligature 
would  ulcerate  through  the  coats  of  the  artery, 
there  would,  in  all  probability,  be  dangerous 
haemorrhage.  The  ligature  should  therefore 

# 

be  applied  above  the  origin  of  the  Epigastric 
artery. 


INTERNAL  ILIAC. 

This  artery  has  been  tied  by  Mr.  Stevens 
of  Santa  Cruz  in  the  West  Indies,  and  by 
Mr.  Atkinson  of  York  ; the  former  case  ter- 
minated successfully,  and  is  published  in 
the  fifth  volume  of  the  Medico- Chirurgical 
Transactions.  I shall  give  the  operation  in 
the  words  of  Mr.  Stevens. 

‘‘An  incision  about  five  inches  in  length, 
was  made  on  the  left  side,  in  the  lower  and 
lateral  part  of  the  abdomen,  parallel  with  the 
epigastric  artery ; and  nearly  half  an  inch  on 
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the  outer  side  of  it.  The  skin,  the  superficial 
fascia,  and  the  three  thin  abdominal  muscles 
were  successively  divided  ; the  peritoneum 
was  separated  from  its  loose  connection  with 
the  iliacus  internus  and  psoas  magnus,  it  was 
then  turned  almost  directly  inwards,  in  a di- 
rection from  the  anterior  superior  spinous 
process  of  the  ilium,  to  the  division  of  the 
common  iliac  artery.  In  the  cavity  which  I 
had  now  made  I felt  for  the  internal  iliac, 
insinuated  the  point  of  my  fore-finger  behind 
it,  and  then  pressed  the  artery  between  my 
finger  and  thumb.  I then  passed  a ligature 
behind  the  vessel  and  tied  it  about  half  an 
inch  from  its  origin.  I found  no  difficulty  in 
avoiding  the  ureter:  when  I turned  the  peri- 
toneum inwards  the  ureter  followed  it.  Had 
it  remained  over  the  artery  I could  easily  have 
turned  it  aside  with  my  finger.  The  woman 
did  not  complain  of  much  pain  and  I am 
certain  she  did  not  loose  one  ounce  of  blood.” 

Mr.  Hodgson,  alluding,  to  this  operation, 
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says,  u I have  several  times  repeated  this 
operation  on  the  dead  subject,  and  have  found 
no  difficulty  in  tying  the  internal  iliac  artery 
in  the  manner  which  Mr.  Stevens  describes. 
The  centre  of  the  incision  through  the  inte- 
guments and  abdominal  muscles,  should  be 
situated  nearly  opposite  to  the  anterior  supe- 
rior spinous  process  of  the  ilium  : the  perito- 
neum may  then  be  separated  from  the  iliac  and 
psoas  muscles,  and  the  external  iliac  artery 
traced  to  its  origin,  from  the  common  iliac. 
At  this  point,  the  internal  iliac  will  be  found, 
and  a ligature  may  be  passed  underneath  it, 
by  means  of  a common  aneurism  needle.”* 
This  artery  is  also  said  to  have  been  suc- 
cessfully tied  in  Russia,  by  an  army  Surgeon, 
upon  whom  the  Emperor  Alexander  has  since 
settled  a pension,  as  a reward  for  the  dexterity 
and  skill,  displayed  in  the  treatment  of  the 
case. 


* Hodgson  on  the  Diseases  of  Arteries  and  Veins. 
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THE  AORTA. 

Jp  a case  of  aneurism  of  the  common  iliac 
artery,  which  had  given  way,  and  when  there 
was  no  other  hope,  or  chance  of  saving  the 
patient  than  by  obliterating  the  aorta,  Sir 
Astley  Cooper  put  a ligature  on  that  vessel, 
he  having  been  previously  satisfied  by  expe- 
riments on  the  canine  species  that  the  circu- 
lation could  be  carried  on,  by  collateral 
branches,  when  that  artery  was  closed.  The 
case  is  published  in  the  first  volume  of  his 
Surgical  Essays,  from  whence  I extract  the 
following  account  of  the  operation. 

“The  patient's  shoulders  were  slightly  ele- 
vated by  pillows,  in  order  to  relax  as  much 
as  possible,  the  abdominal  muscles;  for  I 
expected  that  a protrusion  of  the  intestines 
would  produce  embarrassment  in  the  oper- 
ration,  and  was  greatly  gratified  to  find  that 
this  was  prevented  by  their  empty  state,  in 
consequence  of  the  involuntary  evacuation 
of  the  faeces  ; and  here  let  me  remark  that  I 
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should,  in  a similar  operation,  consider  it 
absolutely  necessary,  previously  to  empty 
the  bowels  by  active  aperient  medicines. 

I then  made  an  incision  three  inches  long 
into  the  linea  alba,  giving  it  a slight  curve  to 
avoid  the  umbilicus : one  inch  and  a half  was 
above,  and  the  remainder  below  the  navel, 
and  the  inclination  of  the  incision  was  to  the 
left  side  of  the  umbilicus  in  this  form  ( ) 

Having  divided  the  linea  alba,  I made  a 
small  aperture  into  the  peritoneum,  and  intro- 
duced my  finger  into  the  abdomen  ; and  then 
with  a probe-pointed  bistoury,  enlarged  the 
opening  into  the  peritoneum  to  nearly  tire 
same  extent  as  that  of  the  external  wound. 
Neither  the  omentum  nor  intestines  protruded  j 
and  during  the  progress  of  the  operation, 
only  one  small  convolution  projected  beyond 
the  wound. 

Having  made  a sufficient  opening  to  admit 
my  finger  into  the  abdomen,  I then  passed  it 
between  the  intestines  to  the  spine,  and  felt 
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the  aorta  greatly  enlarged,  and  beating  with 
excessive  force.  By  means  of  my  finger  nail, 
I scratched  through  the  peritoneum  on  the 
left  side  of  the  aorta,  and  then  gently  moving 
my  finger  from  side  to  side,  gradually  passed 
it  between  the  aorta  and  spine,  and  again 
penetrated  the  peritoneum  on  the  right  side 
of  the  aorta. 

I had  now  my  finger  under  the  artery,  and 
by  its  side,  I conveyed  the  blunt  aneurismal 
needle  armed  with  a single  ligature  behind 
it;  and  my  apprentice,  Mr.  Key,  drew  the 
ligature  from  the  eye  of  the  needle  to  the  ex- 
ternal wound ; after  which  the  needle  was 
immediately  withdrawn. 

The  next  circumstance,  which  required 
considerable  care,  was  the  exclusion  of 
the  intestine  from  the  ligature,  the  ends  of 
which  were  brought  together  at  the  wound, 
and  the  finder  was  carried  down  between 

O 

them,  so  as  to  remove  every  portion  of  the 
intestine  from  between  the  threads  : the  liga- 
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tore  was  then  tied,  and  its  ends  were  left 
hanging  from  the  wound.  The  omentum  was 
drawn  behind  the  opening  as  far  as  the  liga- 
ture would  admit,  so  as  to  facilitate  adhesion  ; 
and  the  edges  of  the  wound  were  brought  to- 

o e> 

gether  by  means  of  a quilled  suture  and 
adhesive  plaster.” 

EXTIRPATION  OF  THE  BREAST. 

In  the  history  of  the  principal  operations 
of  Surgery,  translated  from  the  German  into 
French,  Leonidas  of  Alexandria  is  stated  to 
have  been  the  first  who  prescribed  this  oper- 
ation as  requisite  in  all  cases  in  which  the 
gland  was  cancerous.  He  adopted  the  fol- 
lowing method  of  operating.  Having  placed 
his  patient  on  her  back,  he  made  his  first 
incision  through  the  healthy  integuments,  to 
which  cut  he  immediately  applied  the  actual 
cautery  to  prevent  haemorrhage,  and  then 
made  a second  deeper  than  the  first,  which 
he  burnt  in  a similar  manner,  and  thus  con- 


60  EXTIRPATION  OF  THE  BREAST. 

tinued  cutting,  and  cauterizing  alternately, 
till  he  had  removed  the  breast  ; when  he 
finished  the  operation  by  again  burning  the 
whole  surface  of  the  wound,  so  as  to  destroy 
any  portion  of  disease  which  might  have  been 
remaining.  On  so  cruelly  painful  a process 
no  comment  is  necessary. 

A schirrous  enlargement  of  the  gland  is  the 
cause  which  most  frequently  necessitates  the 
performance  of  the  operation,  in  executing 
which  it  is  requisite  to  bear  in  mind,  that  all 
the  skin  directly  connected  with  the  tumor, 
and  the  cellular  membrane  surrounding  it, 
to  the  extent  of  half  an  inch,  should  be  taken 
away  : on  this  the  happy  result  of  the  oper- 
ation, in  a great  degree,  depends. 

The  patient  being  seated  on  a chair,  the 
operator  places  himself  before  her,  when  an 
assistant  puts  the  pectoral  muscle  on  the  stretch 
by  raising  the  arm  from  the  side.  The  opera- 
tor then,  with  the  fingers  of  his  left  hand  placed 
parallel  to  the  course  of  his  first  incision, 
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draws  the  integuments  tense,  and  makes  the 
cut  on  the  outer  and  under  side  of  the  tumor, 
of  a* semilunar  form,  extending  obliquely 
from  above  downwards.  The  corresponding 
incision  is  then  to  be  made,  beginning  and 
terminating  at  the  same  points  as  the  former, 
but  passing  on  the  other  side  of  the  tumor, 
enclosing  as  much  of  the  integument  as  may 
be  deemed  sufficient,  which  the  operator  puts 
on  the  stretch  by  pressing  it  from  him  with 
his  left  thumb.  The  dissection,  commenced 
at  the  upper  and  outer  part,  is  to  be  con- 
tinued obliquely  from  above  downwards,  in 
the  direction  of  the  fibres  of  the  pectoral 
muscle,  till  the  tumor  is  separated. 

If  the  dissection  be  attempted  from  below 
upwards,  it  is  probable  that  the  lower  edge 
of  the  pectoral  muscle  will  be  raised ; and  if 
it  be  continued  from  the  inner  incision,  the 
blood  collects  before  the  point  of  the  knife, 
obscuring  the  dissection  and  rendering  it 
more  tedious. 
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Should  a gland  in  the  axilla  be  enlarged, 
the  incision  must  be  extended  so  as  to  re- 
move it  with  its  connecting  medium.  It 
should  first  be  raised  from  its  seat  with  a 
double  tenaculum,  and  then  cut  away.  This, 
pulling  it  from  its  situation,  prevents  the 
artery  leading  to  it  from  retracting  so  as  to 
escape  detection  after  being  divided.  Hae- 
morrhage occurring  during  the  operation,  may 
be  restrained  by  the  assistant  pressing  his 
finder  on  the  bleeding  orifices  till  the  divided 
arteries  can  be  secured  by  ligatures.  The 
borders  of  the  wound  are  to  be  approximated 
by  adhesive  plaster. 


BRONCHOTOMY. 

This  operation  is  said  to  have  been  first 
performed  in  the  time  of  Cicero,  by  Asclepi- 
ades  ; and  a great  number  of  patients  are  said 
to  liave  been  then  saved  by  it,  who  were  in 
danger  of  perishing  from  suffocation. 

When  respiration  becomes  impeded  by 
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disease,  as  in  severe  cases  of  croup ; or  when 
some  extraneous  substance  is  deposited  in 
the  air  tube,  this  operation  is  found  to  be 
most  effectual  in  either  restoring  the  one,  or 
removing  the  other.  It  is  also  occasionally 
adopted  in  cases  of  suspended  animation 
from  drowning,  to  allow  of  more  readily  in- 
flating the  lungs,  when  a proper  apparatus  for 
that  purpose  is  not  at  hand.  For  the  first  of 
these  cases  it  may  be  done  as  follows. 

Place  the  patient  on  his  back,  with  his 
head  resting  on  pillows  and  inclined  back- 
wards as  much  as  the  difficulty  of  breathing 
will  permit.  The  operator  then,  sitting  on 
the  right  side,  feels  for  the  space  between 
the  thyroid  and  cricoid  cartilages,  directly 
over  which,  in  the  intermuscular  division,  he 
makes  a perpendicular  incision  from  half  an 
inch  to  an  inch  itt  length.  He  then  places 
his  left  fore-finger  on  the  ligament  connec- 
ting the  thyroid  to  the  cricoid  cartilage,  along 
which  he  directs  the  straight  bladed  bistoury 
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into  the  air  tube  and  cuts  a little  laterally 
on  each  side  between  the  two  cartilages 
Should  this  opening  not  be  sufficient  for  a 
free  admission  of  air,  it  may  be  enlarged  by 
continuing  the  incision  downwards  so  as  to 
divide  the  cricoid  cartilage,  a small  portion 
of  which  Mr.  Lawrence  cuts  away  to  prevent 
the  wound  closing ; that  being  preferable  to 
the  introduction  of  a tube  which  often  causes 
excessive  irritation. 

When  there  is  a foreign  body  to  be  extract- 
ed, the  opening  is  to  be  made  in  the  same 
manner,  but  continued  through  the  first  two 
or  three  rings  of  the  trachea,  according  to  the 
size  of  the  substance  to  be  withdrawn  ; feel- 
ing with  the  fore-finger  to  avoid  wounding  the 
superior  branch  of  the  thyroideal  artery,  or 
the  thyroid  gland.  If  the  substance  be  not 
immediately  expelled  by  the  force  of  the  air 
passing  from  the  lungs  through  the  artificial 
opening,  it  should  be  seized,  if  practicable, 
by  a small  pair  of  forceps  and  taken  away. 
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The  lips  of  the  wound  should  then  be  brought 
together  and  the  patient  kept  at  rest. 


<ES()PHAGOTOMY. 

When  any  foreign  substance  is  lodged  in 

the  (Esophagus  that  can  neither  be  withdrawn 

• 

by  the  fingers  nor  forceps,  nor  pushed  on- 
- wards  to  the  stomach  by  the  probang;  but 
continues  to  prevent  deglutition,  and  by  its 
pressure  on  the  back  part  of  the  trachea  or 
larynx  threatens  suffocation,  an  operation  for 
its  removal  becomes  requisite,  which  Mons. 
Lisfranc  recommends  to  be  thus  performed. 

The  patient  should  be  seated  in  a chair, 
with  his  head  reclining  backwards  on  the 
breast  of  an  assistant ; the  operator,  placing 
himself  in  front,  takes  the  scalpel  or  bistoury, 
and  holding  it  like  a pen,  commences  his 
incision  on  the  inner  border  of  the  left  sterno 
mastoid  muscle,  opposite  the  superior  edge 
of  the  thyroid  cartilage,  and  continues  it 
down  to  the  lower  edge  of  the  cricoid.  An 
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assistant  now  draws  the  carotid  sheath  to  the 
outer  edge  of  the  wound  to  secure  it  from  the 
knife  ; while  the  operator,  cutting  carefully 
through  the  cellular  tissue,  exposes  the 
oesophagus,  where  it  inclines  to  the  left  side 
from  behind  the  trachea.  A canula  with  a 
grooved  stilet,  or  the  sonde  a dard,  formed 
like  a female  catheter,  but  considerabty 
longer,  is  to  be  passed  by  the  mouth  down 
the  oesophagus  inclining  its  point  to  the  left 
side,  which  causes  it  to  be  readily  felt  from 
the  external  wound.  The  stilet  is  now  to  be 
pushed  forwards  through  the  coats  of  the 
oesophagus,  when  the  operator  feels  with  his 
finger  along  its  concave  edge,  to  ascertain 
that  no  large  arterial  branch  be  situated  on  it, 
and  then  passes  a bistoury  into  the  groove, 
which  directing  it  onwards  opens  the  oesopha- 
gus. He  now  feels  for  the  foreign  substance, 
which  is  to  be  extracted  by  a pair  of  dressing 
forceps  passed  along  his  finger. 

During  the  operation,  an  assistant  should 
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carefully  sponge  away  the  blood  after  each 
cut  of  the  knife,  and  should  any  arterial 
branch  be  divided,  though  little  haemorrhage 
followed,  it  should  be  immediately  secured, 
or  it  would  render  the  operation  much  more 
tedious  and  obscure.  The  edges  of  the  wound 
are  to  be  approximated  and  a light  bandage 
applied.  The  patient  is  to  be  kept  at  rest 
and  no  nourishment  given  him  by  the  mouth 
for  a few  days,  but  his  strength  must  be  kept 
up  by  nutritious  clysters. 

HARELIP. 

This  malformation  may  be  either  single  or 
double.  When  there  are  two  fissures  it  is 

thought  best  to  operate  on  each  separately, 

\ 

and  not  endeavour  to  unite  both  at  the  same 
time.  As  it  is  mostly  congenital,  it  becomes 
a question  at  what  period  after  birth  the 
operation  may  be  performed  so  as  not  to 
endanger  the  welfare  of  the  patient,  and  at 
the  same  time  give  the  most  reasonable  hopt* 
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of  success.  On  this  there  have  been  various 
opinions,  some  having  postponed  the  opera- 
tion till  the  child  has  been  five  or  six  years 
old,  others  having  operated  as  early  as  six 
weeks  after  birth  : among  the  latter  number 
is  Roonhuysen,  a surgeon  of  Amsterdam,  who 
lived  in  the  seventeenth  century,  and  who  is 
said  to  have  had  extraordinary  success.  For 
many  hours  previous  to  the  operation  he 
invariably  prevented  the  child  from  sleep, 
which  generally  caused  it  to  remain  quiet  for 
some  time  after.  This  method  of  operating 
soon  after  birth  is  now  however  seldom 
followed,  it  having  in  some  cases  brought  on 
convulsions,  of  which  the  children  have  died  ; 
it  is  therefore  now  rarely  performed  before 
two  years  of  age,  and  if  it  be  postponed  to  a 
later  period  the  success  may  be  said  to  be 
more  certain,  as  the  lip  becomes  better  adap- 
ted for  supporting  the  sutures,  and  there  is 
less  danger  of  its  speedy  ulceration,  which 
would  require  the  operation  to  be  repeated. 
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In  England  the  operation  is  generally  per- 
formed with  a knife,  and  the  cut  edges 
approximated  by  sutures ; at  the  Hotel  Dieu 
in  Paris  I have  always  seen  the  borders  of 
the  fissure  removed  by  the  scissars  and  needles 
with  the  twisted  suture  used  for  keeping  its 
edges  in  apposition.  Each  mode  may  have 
its  advantages  ; the  wound  made  by  the  knife 
being  cleaner  and  more  regular  throughout  its 
whole  surface,  of  course  is  better  adapted 
for  uniting  readily  by  adhesion ; while  with 
the  scissars  the  operation  is  more  quickly 
performed,  and  less  blood  lost ; which  latter 
circumstance  may  be  of  consequence  if  the 
subject  be  very  young. 

At  St.  George's  Hospital  the  operation  is 
performed  with  the  knife  edged  scissars, 
made  by  Mr  Stodart  in  the  Strand,  to  which 
the  above  objection  does  not  apply. 

In  operating  with  the  knife,  the  patient  is 
to  be  seated  on  a chair,  or,  if  a child,  placed 
on  the  knees  of  an  assistant,  whose  breast 
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forms  a support  for  the  head,  while  his  hands, 
placed  on  the  cheeks,  keep  it  steady ; and 
his  index  fingers  pushed  forward  approxi- 
mate the  edges  of  the  fissure.  The  operator 
then,  with  a straight  sharp  pointed  bistoury, 
divides  any  unnatural  adhesions  between  the 
lip  and  gum,  and  places  under  the  right  side 
of  the  lip,  a thin  piece  of  polished  wood, 
which  he  supports  by  the  index  and  mid- 
dle lingers  of  the  left  hand  below,  and  the 
thumb  pressing  oil  the  lip  above. 

Holding  the  bistoury  as  a pen,  he  now 
thrusts  it  through  the  lip,  above  the  angle  of 
the  fissure,  as  high  up  as  the  inferior  margin 
of  the  nostril,  or  the  septum  of  the  nose,  and 
removes  the  border  by  cutting  obliquely 
through  the  lip  towards  himself.  He  then 
places  the  wood  beneath  the  other  side  of  the 
fissure,  and  supports  it  with  the  two  fingers, 
the  assistant  pressing  the  half  lip  above  to- 
wards its  fellow  ; the  bistoury  is  to  be  thrust 
through  at  the  same  point  as  before  and  the 
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other  border  removed,  leaving  a cut  corres- 
ponding at  every  part  with  the  opposed,  and 
forming  and  angle  more  or  less  acute.  The 
suture,  formed  of  a double  waxed  thread,  is 
now  to  be  passed  from  without  inwards ; 
in  doing  which  the  needle  is  to  be  held  be- 
tween the  thumb  and  middle  finger  of  the 
right  hand,  the  index  resting  on  its  top,  and 
pushed  through  the  left  side  of  the  lip  at  the 
junction  of  the  villous  part  with  the  integu- 
ment, and  about  half  an  inch  from  the  cut 
border;  it  is  then  continued  from  within  out- 
wards at  a corresponding  point  on  the  oppo- 
site side.  The  needle  with  a part  of  the 
thread  is  then  cut  away  : the  operator  takes 
hold  of  the  ends  of  the  suture,  and  by  draw- 
ing them  downwards,  approximates  the 
edges  of  the  wound;  an  assistant  keeping 
them  in  that  position,  the  second  suture  must 
be  passed  midway  between  the  first  and  the 
apex  of  the  angle,  in  the  same  manner  as 
the  former.  The  lower  suture  is  then  se- 
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cured,  and  afterwards  the  upper,  taking  care 
that  the  cut  surfaces  be  in  exact  contact.  No 
plaster  or  bandage  is  required  till  the  sutures 
are  removed,  which  should  be  about  the  fifth 
day,  when  they  are  to  be  snipt  with  the  scis- 
sars;  a bandage  may  then  be  applied  and 
continued  for  a few  days  till  the  union  has 
become  more  solid. 


OPERATION  WITH  THE  SCISSARS. 

The  patient  being  fixed  as  in  the  former 
operation  ; the  operator  takes  hold  of  the 
right  side  of  the  lip  between  the  thumb  and 
index  finger  of  his  left  hand  ; and  opening 
the  scissars,  he  places  the  lip  between  the 
blades  and  cuts  away  the  border  of  the  fissure 
at  one  snip : then  taking  the  inferior  part  of 
the  left  border  between  the  thumb  and  finger, 
he  removes  it  in  a similar  way,  observing  that 
the  two  cuts  unite  at  the  apex  of  the  angle. 

The  needles  are  now  to  be  applied  ; com- 
mon steel  ones  arc  said  to  be  as  good  as 
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any ; at  one  of  the  largest  hospitals  in 
France,  the  Hotel  Dieu  at  Lyons,  these  only 
have  been  employed  for  many  years.  The 
point  being  previously  greased,  it  is  held 
between  the  thumb  and  middle  finger  of  the 
right  hand,  the  index  resting  on  its  top,  and 
pushed  into  the  lip  about  a quarter  of  an  inch 
from  the  cut  border,  and  just  above  the 
junction  of  the  villous  part  with  the  integu- 
ment; it  is  continued  forwards  obliquely, 
so  as  to  pass  through  about  two  thirds  of  the 
substance  of  the  lip,  and  make  its  appear- 
ance just  above  the  inner  border  of  the  cut 
surface ; it  is  then  made  to  enter  the  oppo- 
site side  of  the  wound  at  a similar  point, 
and  is  pushed  onwards  till  it  has  pierced  the 
integuments,  its  course  corresponding  to  the 
preceding. 

Should  there  be  any  bleeding  from  the 
coronary  artery,  the  needle  should  be  passed 
completely  behind  the  vessel,  between  it  and 
the  investing  membrane  of  the  lip,  and 
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directly  opposite  to  the  point  where  the  artery 
is  seated. 

The  extremities  of  this  needle  are  to  be 
encircled  by  a waxed  thread  passed  behind 
them,  which  an  assistant  draws  downwards, 
so  as  to  bring  the  cut  edges  in  contact  at  the 
upper  part,  where  the  second  needle  is  ap- 
plied in  a similar  manner.  The  ends  of  the 
thread  are  now  carried  round  the  extremities 
of  the  lower  needle  several  times,  crossing 
each  time  on  its  middle  and  forming  a figure 
of  8 ; they  are  then  to  be  made  cross  each 
other  between  the  two  needles,  and  carried 
round  the  ends  of  the  upper  one,  on  which 
a similar  figure  is  to  be  formed,  passing 
the  threads  under  its  extremities  and  over  its 
middle  as  before.  This  being  repeated  a 
sufficient  number  of  times  to  keep  the  edges 
of  the  wound  in  contact,  the  ends  of  the 
thread  arc  to  be  made  fast,  and  a small  bol- 
ster of  soft  linen  placed  beneath  the  needles  on 
each  side  the  wound,  to  prevent  their  exlrem- 
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ilies  giving  pain  by  pressure  on  the  lip.  'The 
needles  are  removed  about  the  fifth  or  sixth 
day,  the  inferior  one  being  first  taken  away. 

CANCER  OF  THE  LIP. 

The  lower  lip  is  generally  the  seat  of  the 
disease,  which,  if  it  be  not  very  extensive,  may 
be  removed  in  the  following  manner. 

The  patient  being  seated  in  a chair,  with 
his  head  resting  against  the  breast  of  an  assist- 
ant,  the  operator  takes  hold  of  one  side  of  the 
diseased  lip,  between  the  thumb  and  first  two 
fingers  of  his  left  hand,  the  assistant  fixing  the 
other  side  in  a similar  manner.  Then,  with 
a straight  bladed  bistoury,  the  operator  cuts 
out  a triangular  portion  of  the  lip  of  sufficient 
size  to  include  the  whole  of  the  disease.  This 
he  does,  by  making  an  incision  on  each  side 
of  the  diseased  part ; beginning  at  the  villous 
part  of  the  lip,  and  cutting  down  towards  the 
chin,  where  the  two  incisions  meet,  leaving  a 
space  in  the  form  of  the  letter  V.  Should  the 
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cancerous  portion  be  now  found  to  have  any 
other  attachment,  it  must  be  carefully  dissected 
out,  observing,  that  the  whole  of  the  disease 
be  removed.  The  edges  of  the  wound  arc 
now  to  be  kept  in  contact  by  sutures,  which 
are  to  be  applied,  as  in  a case  of  hare-lip ; 
recollecting  to  pass  the  suture  through  the 
labial  artery,  should  there  be  any  bleeding 
from  that  vessel,  by  which  means  the  haemor- 
rhage will  be  suppressed. 

In  cases  where  the  disease  is  extensive. 
Messieurs  Dupuytren,  and  Richerand,  remove 
the  whole  lip  by  an  incision  of  a semilunar 
form.  In  doing  this,  Richerand  uses,  “scis- 
sars  curved  on  their  flat  sides,  and  rather 
short  in  their  blades,”  the  bleeding  vessels 
are  secured  by  ligatures,  and  the  wound 
dressed  with  charpie,  is  left  to  heal  by  granu- 
lation : and  in  this  way,  says  Richerand, 
“little  deformity  ensues.”  Mr.  Swan,  of 
Lincoln,  and  Doctor  Bull,  of  Cork,  have  per- 
formed similar  operations. 


CANCER  OF  THE  UP.  i i 

Iii  the  spring  of  1822,  I saw  M.  Dupuv- 
trcn,  in  a case  of  extensive  disease  of  this  kind, 
remove  the  whole  cancerous  mass  with  the 
knife  ; so  that  nearly  all  one  side  of  the  lower 
jaw  was  exposed.  With  the  result  of  the 
operation  I am  not  acquainted,  as  I left 
Paris  a few  days  after  it  was  performed,  but  I 
remember  Dupuytren,  in  his  subsequent  cli- 
nical lecture,  observing,  “ he  had  not  much 
expectation  that  it  would  be  successful,  still  it 
was  possible,  and  at  all  events  if  it  had  not 
been  touched,  the  patient  could  not  have  lived 
more  than  two  or  three  months.” 

The  following  observations  of  Mr.  Allan 
Burns,  respecting  this  operation,  being  of  the 
utmost  practical  importance,  I am  induced  to 
quote  them  from  his  work  on  the  Surgical 
Anatomy  of  the  Head  and  Neck. 

“ Before  resolving  on  the  extirpation  of  a 
cancerous  lip,  the  surgeon  ought  most  care- 
fully to  examine  the  state  of  the  submaxillary 
absorbent  glands.  This  he  ought  to  do  in 
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every  case ; but  where  the  disease  is  in  an 
advanced  stage,  and  seated  in  the  lower  lip, 
he  ought  to  be  doubly  watchful.  From  inat- 
tention to  this  point,  I have  more  than  once 
seen  the  disease,  after  the  extirpation  of  a can- 
cerous lip,  reproduced  below  the  jaw  ; agland 
which  had  been  contaminated  there  was  over- 
looked, it  continued  to  increase  in  size,  and 
before  the  death  of  one  of  the  patients,  which 
was  occasioned  by  a different  complaint,  the 
tumor  had  acquired  such  a size  as  to  give  rise 
to  considerable  inconvenience. 

‘‘  When  a tumor  is  to  be  extirpated  below 
the  jaw,  the  operator  will  most  easily  accom- 
plish his  purpose,  by  placing  his  patient  on  a 
chair,  and  reclining  his  head  on  the  breast  of 
an  assistant,  who  ought  to  stand  behind  him. 
The  jaw  of  the  patient  must  be  kept  closed, 
while  the  surgeon  by  a crucial  incision  through 
the  skin,  platysma  myoides,  and  fascia, 
exposes  the  tumor,  which  he  is  fully  to  unco- 


CANCER  OF  THE  UP. 


79 


ver,  by  dissecting  the  flapsto  a side.*  Next 
he  is  to  push  his  fingers  between  the  swell- 
ing and  the  surrounding  parts,  working  his 
way  among  the  cellular  membrane,  till,  at  the 
lower  end  of  the  tumor,  he  feels  the  pulsation 
of  the  labial  artery.  By  insinuating  the  fin- 
ger along  the  tumor,  following  the  course  of 
the  vessel,  he  will  ascertain  its  connexions. 
If  he  find  that  the  artery  is  not  imbedded  in 
the  substance  of  the  swelling,  he  mayr,  by 
continued  working  with  the  fingers,  insulate 
and  remove  the  tumor,  without  injuring  the 
trunk  of  the  labial  artery.  Generally,  how- 
ever, he  will  find  the  vessel  so  closely  con- 

* Since  these  sheets  were  arranged  for  publication,  I 
have  had  occasion  to  remove  two  glands,  considerably 
enlarged,  from  the  neck  of  rather  a pretty  girl:  as  a 
crucial  incision  in  this  case  would  have  left  a formida- 
ble mark,  I resolved  on  extirpating  them  by  means  of  a 
single  cut  through  the  integuments;  and  this  I very 
readily  effected:  the  wound  healed  kindly,  and  the 
cicatrix  falling  rather  behind  the  ramus  of  the  jaw,  the 
mark  is  scarcely  visible.  In  other  respects,  the  opera- 
tion was  conducted  precisely  in  the  manner  described 
by  Mr.  Burns. 
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nected  with  the  morbid  mass,  that  it  would 
be  out  of  the  question  to  attempt  their  sepa- 
ration. Here  the  plan  to  be  pursued  is  evi- 
dent. A ligature  is  to  be  passed  round  the 
labial  artery,  just  where  entering  into,  and 
passing  out  from  the  diseased  gland,  and  next 
the  vessel  is  to  be  divided  at  both  places, 
nearer  to  the  gland  than  where  the  threads 
have  been  applied. 

“ On  the  dead  subject,”  (says  Mr.  Burns,) 
“ I have  found  it  easiest  to  detach  the  gland, 
when  I began  its  separation  nearest  to  the  an- 
gle of  the  jaw,  and  proceeded  towards  the  chin, 
near  to  which  the  submental  artery  will  require 
to  be  snipped  across.  It  is  demonstrable,  that 
in  this  way,  the  submaxillary  conglomerate 
gland  will  be  torn  away  along  with  the  tumor  ; 
but  this,  so  far  from  proving  disadvantageous, 
will  add  to  the  security  of  the  patient.  But  let 
the  surgeon  remember,  that  in  many  subjects, 
the  submaxillary  and  sublingual  glands  are 
connected  by  a communicating  slip,  which  will 
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require  to  be  cut  a cross,  else  the  sublingual 
gland  will  be  pulled  away,  which,  to  say  the 
least,  would  be  generally  unnecessary.” 


REMOVAL  OF  A PART  OF  THE  INFERIOR 
MAXILLARY  BONE. 

This  operation  has  been  performed  with 
complete  success  by  M.  Dupuytren,  Sur- 
geon to  the  Hotel  Dieu  in  Paris:  the  whole 
of  the  chin  was  the  part  taken  away.  I am 
not  certain  as  to  the  nature  of  the  disease 
for  which  the  operation  was  had  recourse  to ; 
but  it  appears  that  it  may  be  required  for 
exostosis,  necrosis,  or  a cancerous  affection 
of  the  bone.  Each  of  these  diseases  would 
perhaps  call  for  a slighttvariety  in  the  opera- 
tion according  to  the  circumstances  of  the 
case. 

The  following  is  the  method  in  which 
M.  Lisfranc  recommends  it  to  be  practised 
on  the  dead  subject. 

The  body  being  placed  on  its  back  with 
G 
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its  head  lowered,  and  chin  elevated,  an 
assistant  takes  hold  of  one  side  of  the  lower 
lip  between  his  thumb  and  fore-finger,  while 
the  operator,  standing  behind  the  head,  in 
like  manner  fixes  the  other.  An  incision  is 
then  made  from  the  middle  down  to  the  os 
hyoides;  if  it  be  only  chin  that  is  to  be 
removed  this  cut  will  be  sufficient,  but  if  a 
larger  portion  be  to  be  taken  away,  another 
will  be  necessary,  made  along  the  anterior 
part  of  the  bone  so  as  to  form  a cross.  The 
skin,  which  adheres  firmly,  is  to  be  dissected 
back  on  both  sides,  and  the  bone  denuded 
by  dividing  the  periosteum  with  the  knife  at 
the  part  to  be  sawed  through.  Mr.  Dupuy- 
tren  directs  the  periosteum  on  the  posterior 
part  of  the  bone  to  be  cut,  by  thrusting  the 
knife  upwards  behind  it,  and  turning  its 
edge  towards  the  bone  ; but  M.  Lisfranc  ob- 
jects to  this,  as  it  may  probably  wound 
vessels  which,  in  the  living  subject,  would 
furnish  considerable  and  even  dangerous 
hemorrhage. 
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The  saw  is  now  to  be  applied,  and  the 
bone,  being  steadily  fixed  by  an  assistant, 
sawed  through  obliquely  that  it  may  come 
in  perfect  contact  with  its  opposed  portion, 
which  is  to  be  cut  through  at  the  corres- 
ponding point.  In  order  to  avoid  wounding 
the  nose  or  upper  lip,  while  sawing  through 
the  bone,  those  parts  should  be  shielded 
from  the  teeth  of  the  instrument  by  a pad  of 
soft  cloth.  The  division  of  the  bone  being 
effected,  its  separation  from  the  soft  parts  is 
to-be  completed  with  the  knife.  The  hae- 
morrhage produced  by  such  an  operation  on 
the  living  subject,  should  be  suppressed  by 
drawing  out  the  tongue,  seizing  with  a tena- 
culum such  arteries  as  can  be  detected,  and 
securing  them  by  ligatures,  after  which,  if 
blood  still  continues  to  flow  from  invisible 
sources,  the  actual  cautery  is  directed  to  be 
applied.  The  extremities  of  the  bone  are 
then  to  be  placed  in  perfect  coaptation,  and 
the  edges  of  the  wound  brought  in  contact; 
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pads  of  lint  arc  to  be  placed  so  as  to  produce 
compression,  and  the  whole  kept  together 
by  a roller  judiciously  applied.  Previous  to 
the  operation  it  will  be  requisite  to  extract  one 
or  two  teeth  on  each  side,  at  the  part  where 
the  bone  is  to  be  sawn  through. 

Professor  Lallemand,  of  Montpellier,  in 
May  1822,  performed  an  operation  of  this 
description,  in  which  case  a larger  portion  of 
the  jaw  was  removed.  After  the  wound  was 
healed  there  remained  between  the  two  extre- 
mities of  the  jaw  a space  of  about  two  inches ; 
through  which  the  tongue  passed  and  the 
saliva  dropped  out.  Sounds  were  badly 
articulated.  Professor  Lallemand  obviated 
these  inconveniences  by  a silver  chin  adapted 
to  the  part,  which  retained  the  saliva  by  the 
aid  of  a spongeenclosed  in  its  projecting  por- 
tion ; and  which  the  patient  could  evacuate  of 
its  contents,  by  pressing  on  it  with  his  tongue. 
By  means  of  this  apparatus  too,  he  could  be 
understood  with  tolerable  distinctness.  A 
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history  of  the  case  is  published  in  the  first 
volume  of  the  Journal  Universal  des  Sciences 
Mddicales,  et  Archives  Generates  de  Mede- 
cine. 

Doctor  Mott,  and  Doctor  Me.  Clellan,  in 
America,  have  also  performed  operations  of  a 
similar  nature.  In  Doctor  Mott’s  case,  the 
whole  of  the  right  side  of  the  inferior  maxill- 
ary bone  was  involved  in  the  disease;  and 
previous  to  the  operation,  it  was  deemed  right 
to  secure  the  carotid  artery  on  that  side  of  the 
neck.* 


WRY  NECK. 

When  this  deformity  is  occasioned  either 
by  spasmodic  contraction  of  one  of  the 
sterno  mastoid  muscles,  or  paralysis  of  the 
other,  it  may  sometimes  be  relieved  by  an 
operation.  In  a case  of  the  former  kind  it 
would  be  requisite  to  divide  some  of  the 

* Burn’s  Surgical  Anatomy  of  tbe  Head  and  Neck, 
Second  Edition . 
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fibres  of  the  diseased  muscle  ; in  the  latter  a 
sufficient  quantity  of  the  corresponding 
healthy  one  would  require  to  be  cut,  in  order 
to  establish  an  uniformity  of  action  between 
the  two. 

The  history  of  the  following  case  may 
serve  as  a guide  in  practising  the  operation, 
as  well  as  one  proof  of  its  success. 

A little  girl  about  ten  years  of  age,  whose 
neck,  or  rather  whose  head,  had  been  awry 
for  three  years,  owing  to  a permanent  spas- 
modic contraction  of  the  sterno  mastoid 
muscle  of  the  right  side,  was  admitted  into 
the  Hotel  Dieu  Paris  early  in  January  1852. 
On  the  sixteenth  of  that  month  the  operation 
was  performed  by  M.  Dupuytren  as  follows. 

The  patient  reclining  against  an  assistant, 
a puncture  was  made,  with  a straight  narrow 
hladed  bistoury,  through  the  integuments 
just  on  the  inner  border  of  the  sternal  ex- 
tremity of  the  contracted  muscle.  The 
blade  of  the  bistoury,  being  flatly  opposed 
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to  the  muscle,  was  pushed  cautiously  behind 
it,  the  point  being  directed  forwards  and 
outwards,  till  it  protruded  just  on  the  outer 
side  of  the  clavicular  border.  The  edffe  of 
the  bistoury  was  then  turned  towards  the 
muscle,  and  a sufficient  quantity  of  its  pos- 
terior fibres  cut  to  allow  of  the  head  being 
placed  erect:  the  instrument  was  then  with- 
drawn. 

In  this  way,  the  integuments  escaped 
being  divided,  and  a future  scar  was  pre- 
vented ; a very  desirable  object,  the  patient 
being  a female. 

The  cut  edges  of  the  muscle  were  kept 
asunder  by  depressing  the  clavicle,  and 
inclining  the  head  to  the  left  side.  The  for- 
mer was  effected  by  binding  the  right  hand 
firmly  to  the  foot,  the  knee  being  bent;  thus 
the  clavicular  fibres  of  the  deltoid  drew  the 
bone  downwards ; the  latter  by  a roller 
passed  round  the  head  and  under  the  left 
axilla. 


8S  PARACENTESIS  ABDOMINIS. 

The  patient  was  kept  in  bed  ; and  at  the 
end  of  thirteen  days  the  punctures  were 
healed,  and  she  had  free  motion  of  the  neck, 
though  from  long  continued  habit,  she  still 
turned  her  face  to  the  left  side.  The  bandages 
were  reapplied,  and  the  same  bodily  position, 
maintained  till  the  twenty -first  of  February, 
when  they  were  finally  taken  away,  and  the 
patient  pronounced  cured,  the  head  being  but 
very  slightly  inclined  to  the  right  side,  and 
having  free  motion  in  every  direction. 

In  operating  on  the  male,  the  fibres  may 
be  cut  on  the  anterior  surface  of  Ihe  muscle, 
an  incision  being  first  made  through  the  inte- 
guments. Inclining  the  head  to  the  opposite 
side  by  a roller  and  filling  the  wound  with 
lint,  will  then  be  sufficient  to  keep  its  cut 
edges  asunder. 

PARACENTESIS  ABDOMINIS. 

When  medical  treatment  is  found  insuffi- 
cient for  removing  the  fluid  collected  within 
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the  peritoneum  in  cases  of  Abdominal  dropsy, 
the  operation  of  tapping  the  belly  is  had 
recourse  to  in  order  to  evacuate  it.  This 
operation  appears  to  have  been  performed  in 
the  earliest  days  of  Surgery,  and  never  to 
have  been  considered  either  very  dangerous, 
or  difficult  to  execute,  as  it  is  related  that 
Peter  the  Great  once  performed  it,  and  drew 
away  forty  measures  of  fluid.  However 
simple  it  may  be  deemed,  it  is  not  wholly 
without  danger,  as  well  authenticated  cases 
are  related  in  which  the  epigastrie  artery  has 
been  wounded  and  the  patient  has  died  of 
haemorrhage. 

The  patient  being  seated  on  a high  chair, 
a long  cloth  or  towel  should  be  passed  round 
the  upper  part  of  the  abdomen,  and  fixed 
securely  behind  by  an  assistant,  this  presses 
the  fluid  downwards,  and  at  th  e same  time 
gives  support  to  the  diaphragm,  preventing 
its  sudden  descent,  which  would  otherwise 
be  very  apt  to  produce  syncope.  The  opera- 
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tor,  seated  in  front  on  a low  chair,  takes  the 
common  straight  abdominal  trochar,  previ- 
ously smeared  with  oil,  in  his  right  hand,  and 
holding  the  handle  firm  in  the  palm,  he  places 
on  the  canula  his  index  finger,  which  not 
only  prevents  the  trochar  entering  too  far,  but 
also  serves  as  a guide  to  the  instrument.  In 
this  manner,  about  an  inch  and  a half  below 
the  umbilicus  in  the  linea  alba,  it  is  to  be 
steadily  thrust  through  the  integuments  and 
other  abdominal  parietes,  giving  it  a slight 
rotatory  motion,  as  it  is  pushed  forwards. 
Its  entrance  into  the  abdomen  is  rendered 
evident  by  the  cessation  of  resistance.  By 
making  the  puncture  at  this  part,  the  danger 
of  wounding  the  epigastric  artery  is  avoided 
unless  it  deviates  considerably  from  its  na- 
tural course. 

The  operator  then,  with  the  thumb  and  in- 
dex finger  of  the  left  hand,  gradually  pushes 
forward  the  canula,  while,  with  the  same  fin- 
gers of  the  right,  lie  withdraws  the  stilet. 
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The  fluid  is  to  be  received  in  a vessel  of 
sufficient  size  to  contain  the  whole  ; the  towel 
or  cloth  which  encircles  the  abdomen  being 
proportionably  tightened  as  it  flows  away. 
Should  the  orifice  of  the  canula  be  stopped 
by  lymph  or  omentum,  it  must  be  removed 
by  introducing  a blunt  probe  or  director 
along  the  tube.  The  water  being  evacuated, 
the  canula  is  to  be  taken  between  the  index 
and  middle  fingers,  and  the  thumb  of  the 
right  hand,  and  withdrawn  slowly,  while  with 
the  same  fingers  of  the  left,  pressure  is  made 
on  the  borders  of  the  wound.  A pad  of  lint 
should  be  placed  on  the  puncture,  a broad 
flannel  roller  applied  round  the  abdomen  to 
give  the  requisite  support,  and  the  patient 
returned  to  bed. 

Some  of  the  French  surgeons,  in  puncturing 
the  abdomen,  employ  a curved  trochar  simi- 
lar to  that  used  in  England  for  puncturing 
the  bladder  by  the  rectum.  This  they  plunge 
through  the  abdominal  parietes  at  the  middle 
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point  between  the  umbilicus,  and  anterior 
and  superior  spinous  process  of  the  ilium  ; 
the  patient  lying  on  the  edge  of  the  bed,  on 
the  side  on  which  the  puncture  is  made. 
They  choose  the  right  side,  as  they  say  the 
large  intestines  are  more  floating  at  that  part 
on  the  left,  and  therefore  are  in  some  danger 
of  being  wounded. 

PARACENTESIS  THORACIS. 

The  recovery  of  persons  from  wounds 
which  had  penetrated  the  chest,  first 
led  to  the  performance  of  this  operation, 
which,  although  many  instances  are  related 
of  its  success,  it  would  by  no  means  be 
prudent  to  attempt  in  all  cases  of  hydrotho- 
rax ; that  disease  being  generally  accom- 
panied by  some  organic  affection,  either  of 
the  chest  or  abdomen.  When  hydrothorax 
is  the  result  of  an  acute  disease,  as  pleurisy, 
or  pneumonia,  or  follows  the  suppression 
of  some  long  continued  dischagc,  and  the 
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patient  is  young,  or  middle  aged,  and  in 
other  respects  healthy  ; it  would  be  wrong 
not  to  perform  the  operation,  as  the  caseholds 
out  every  probability  of  terminating  well. 
Baron  Larrey  in  his  M&moires  de  Chirurgie 
Militaire,  relates  numerous  instances  in  which 
he  has  performed  the  operation  ; both  for 
effusions  of  blood,  and  matter  within  the 
cavity  of  the  chest,  in  many  of  which  cases 
his  patients  recovered.  The  space  between 
the  sixth  and  seventh  true  ribs,  where  the 
digitations  of  the  external  oblique  muscle 
join  those  of  the  serratus  magnus,  is  the  part 
at  which  it  is  recommended  to  make  the  punc- 
ture provided  there  be  no  other  rendered 
prominent  by  the  pressure  of  the  fluid,  which, 
if  there  be,  should  always  be  preferred.  A 
trochar  should  not  be  used,  as  there  would 
be  danger  of  wounding  the  lungs  or  dia- 
phragm ; a straight  bistoury,  or  a scalpel  is 
the  only  instrument  required,  and  the  opera- 
tion may  be  done  as  follows. 
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Place  the  patient  in  the  half-erect  position, 
and  make  an  incision  upon  the  seventh  rib, 
by  taking  up  a fold  of  integument  and  cutting 
in  the  direction  of  the  bone  for  two  inches. 
Dissect  the  integument  upwards  from  the  rib 
and  intercostal  muscles.  The  left  index 
finger  may  then  be  introduced,  if  necessary,  to 
feel  the  superior  border  of  the  rib,  and  the 
intercostal  muscles  divided  close  upon  it, 
to  the  extent  of  half  an  inch,  and  a small 
opening  made  in  the  Pleura  Costalis;  taking 
care  that  the  point  of  the  knife  does  but  just 
enter  the  chest.  The  flap  is  then  brought 
down,  the  wound  closed,  and  a director  care- 
fully passed  through  it  so  as  to  evacuate  the 
fluid  without  allowing  the  admission  of  air 
into  the  cavity  of  the  Pleura.  This  is  after- 
wards avoided  by  a compress  on  the  valvular 
flap,  which,  if  skilfully  applied,  will  serve  to 
prevent  the  occurrence  of  Emphysema  in 
those  cases  in  which  the  lung  has  been  open- 
ed by  the  bursting  of  an  abscess  into  the 
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Pleura  : and  by  the  above  mode  of  operating 
the  intercostal  artery,  running  along  the 
lower  margin  of  the  sixth  rib,  cannot  be  en- 
dangered. 

If  there  be  much  fluid  in  the  thorax, 
a part  only  should  be  evacuated  and  then 
the  compress  placed  over  the  wound  till  the 
next  day,  wheu  it  may  be  removed,  and 
the  remainder  let  out ; by  this  gradual  evacu- 
ation, the  lungs  will  return  by  degrees  to  their 
original  state,  and  thus  the  presence  of  air 
in  the  chest  will  be  the  more  surely  prevented. 
When  there  is  fluid  collected  in  both  Pleurae, 
an  operation  on  each  side  will  be  required, 
which  must  be  performed  at  distant  periods, 
or  the  patient  may  be  suffocated  by  the  ad- 
mission of  air  into  both  sides  of  the  chest  at 
the  same  time. 


PUNCTURING  THE  PERICARDIUM. 
Mons.  Boyer,  in  his  Traits  des  Maladies 
Chirurgicales,  observes;  when  without  swer- 
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ving  from  the  path  of  prudence  it  is  thought 
necessary  to  perform  this  operation,  the  me- 
thod recommended  by  M.  Skielderup,  Pro- 
fessor of  Anatomy  at  the  University  of  Chris- 
tiana in  Norway,  should  be  preferred,  it 
being  less  hazardous  than  any  other.  It 
consists  in  making  a crucial  incision  through 
the  integuments,  removing  a portion  of  the 
sternum  by  means  of  the  trephine,  and  then 
puncturing  the  pericardium.  The  operation 
is  directed  to  be  performed,  immediately 
below  the  part  where  the  cartilaginous  por- 
tion of  the  fifth  rib  unites  with  the  sternum. 
Here  the  approximating  layers  of  the  two 
pleurae  leave  an  intervening  triangular  space, 
which  is  part  of  the  anterior  mediastinum, 
situated  a little  more  to  the  left  than  to  the 
right,  and  which  is  filled  by  cellular  mem- 
brane ; its  apex  rising  as  high  as  the  fifth  rib, 
its  base  resting  on  the  diaphragm.  Thus, 
after  having  trephined  the  sternum  at  the 
part  above  mentioned,  the  pericardium  may 


PUNCTURING  THE  PERICARDIUM.  97 


be  opened  without  wounding  the  pleura;  con- 
sequently the  chest  will  not  be  penetrated 
The  crown  of  the  trephine  used  should  be  of 
sufficient  size  to  leave  an  opening  in  the 
sternum,  the  dimensions  of  which,  will  admit 
the  left  index  finger ; this  finger  at  the  same 
time  that  it  discovers  the  part  at  which  fluc- 
tuation is  most  discernible,  serves  as  a con- 
ductor for  the  bistoury,  with  which  the  peri- 
cardium is  to  be  punctured.  After  having 
cut  through  the  bone  of  the  sternum,  the 
condensed  membrane  or  ligament,  lining  its 
inner  surface,  will  offer  considerable  resis- 
tance to  the  crown  of  the  trephine,  which 
should  then  be  laid  aside,  and  the  adhesions 
divided  by  the  bistoury.  Should  any  hae- 
morrhage follow,  the  operation  should  not  be 
continued  until  it  has  ceased.  Before  making 
the  puncture  in  the  pericardium  the  body  of 
the  patient  should  be  inclined  forwards. 

M.  Hicherand  has  supposed  it  possible 
to  perform  a radical  cure  for  dropsy  of  the 
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pericardium,  by  making  a large  opening  in 
the  sternum,  opposite  the  heart,  and  incising 
a portion  of  the  membrane,  between  the  lay- 
ers of  which  he  conceives  the  admission  of 
atmospheric  air  would  be  a sufficient  stimu- 
lant to  excite  adhesive  inflammation. 


PUNCTURING  THE  BLADDER. 

In  cases  of  retention  of  urine  in  which  relief 
cannot  be  obtained  by  medical  treatment, 
and  when  the  introduction  of  the  catheter  is 
found  impracticable,  the  distention  must  be 
removed,  or  inflammation  may  speedily  en- 
sue ; the  urine  may  escape  by  means  of  ulcer- 
ation or  gangrene,  and  being  effused  into  the 
cellular  membrane,  produce  extensive  spha- 
celation, if  not  death  : the  operation  of  punc- 
turing the  bladder  therefore  becomes  neces- 
sary. 

There  are  three  methods  of  performing  this 
operation ; by  the  rectum,  above  the  pubes, 
and  through  the  perineum.  Each  of  these 
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methods  may  have  its  advantages,  and  each 
has  its  particular  advocates.  The  late 
Mr.  Hey,  Sir  Evex-ard  Home,  and  Mr.  Forster, 
being  in  favour  of  the  first,  Mr.  Abernethy 
of  the  second,  and  Sir  Astley  Cooper  gen- 
nerally  preferring  the  third. 

OPERATION  BY  THE  RECTUM. 

The  patient  being  seated  on  the  edge  of  the 
bed,  with  his  legs  held  up  as  in  the  operation 
for  the  stone,  an  assistant  with  his  left  hand, 
presses  on  the  abdomen  just  above  the 
pubes,  and  with  his  right  raises  the  scrotum. 
The  operator  kneeling  on  his  right  knee,  or 
sitting  on  a low  chair,  passes  the  left  index 
finger,  previously  greased,  into  the  rectum  ; 
and  feeling  behind  the  prostate  gland,  he  dis- 
covers that  ti-iangular  space  of  the  distended 
bladder  which  is  situated  between  the  vesiculae 
seminales.  Half  bending  his  finger  he  rests  its 
extremity  on  this  point,  and  passes  along  its 
anterior  surface  the  curved  trochar,  which 
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should  be  from  four  to  five  inches  long : this 
he  pushes  obliquely  forward  into  the  bladder 
in  a direction,  which,  if  continued,  would 
puncture  the  parietes  of  the  abdomen  mid- 
way between  the  umbilicus  and  pubes,  in  the 
linea  alba.  The  finger  is  now  withdrawn 
from  the  rectum;  when,  holding  the  canula 
between  the  thumb  and  first  two  fingers  of  the 
left  hand,  with  the  right  the  operator  takes 
away  the  stilet,  and  the  urine  flowing  away, 
is  received  in  a bason.  The  canula  should 
be  retained  in  the  bladder  for  a day  or  two, 
when  it  may  be  removed ; and  the  urine  al- 
lowed to  flow  by  the  rectum,  if  the  natural 
passage  continues  obstructed. 

The  principal  objections  to  this  operation 
are  the  following.  The  Vesiculae  Seminales 
may  chance  to  be  wounded  ; the  presence  of 
a canula  in  the  rectum  often  causes  tenesmus, 
or  inflammation  of  that  gut ; a small  portion 
of  faecal  matter  may  pass  by  the  opening  into 
the  bladder,  and  form  a nucleons  for  a future 
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stone ; and  lastly  the  passage  of  the  urine  by 
the  rectum  mostly  produces  great  irritation 
and  excoriation  of  the  surrounding  parts. 


OPERATION  ABOVE  THE  PUBES. 

The  same  trochar  as  used  in  the  last  oper- 
ation is  required  for  puncturing  the  bladder 
above  the  pubes.  This  is  the  method  generally 
preferred  by  French  surgeons,  who  perform 
it  thus. 

The  patient  being  placed  on  the  edge  of 
his  bed  reclines  backwards  against  an  assis- 
tant,  with  his  thighs  slightly  bent  towards 
the  abdomen.  The  surgeon  standing  in  front 
can  observe,  if  the  patient  be  thin,  the  cir- 
cumscribed prominence  formed  by  the  dis- 
tended bladder  above  the  pubes ; he  then 
places  his  left  index  finger  on  the  point  where 
he  puposes  introducing  the  trochar,  which 
is  one  inch  and  a half  above  the  pubes  in  the 
linea  alba.  The  handle  of  the  instrument 
being  held  in  the  palm  of  the  right  hand,  with 
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the  index  finger  resting  on  the  canula,  the 
trochar  is  pushed  through  the  integuments, 
directing  its  point  backwards  and  downwards 
in  the  direction  of  the  axis  of  the  bladder,  its 
entrance  into  which  is  made  manifest  by  the 
cessation  of  resistance,  the  easy  motion  of 
the  instrument,  and  the  dripping  of  a little 
urine.  The  canula  is  now  held  between  the 
thumb  and  first  two  fingers  of  the  left  hand, 
while  the  stilet  is  withdrawn  with  the  right, 
the  patient  resting  on  either  side,  and  recli- 
ning forwards  as  the  urine  Hows  away.  In 
proportion  as  the  bladder  is  emptied  its  coals 
retract ; it  is  therefore  requisite  to  push  for- 
wards the  canula  to  prevent  its  slipping  off 
its  extremity.  As  soon  as  the  fluid  is  com- 
pletely drawn  away,  the  open  end  of  the  canula 
is  stopped  by  a cork ; and  by  means  of  tape, 
passed  through  the  rings  of  its  outer  extremity, 
round  the  pelvis,  it  is  fixed  in  the  bladder. 
In  the  course  of  seven  or  eight  days  it  is 
withdrawn,  as  calculous  concretions  arc  apt 
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to  form  round  it,  first  passing  through  its 
tube  and  elastic  gum  catheter.  The  chief 
objection  to  this  operation  is  the  possibility 
of  the  bladder  escaping  from  the  instrument, 
and  thus  producing  extravasation  in  the 
surrounding  cellular  membrane,  as  well  as 
the  necessity  of  constantly  wearing  a catheter, 
or  canula  in  the  bladder. 

Mr.  Abernethy  in  performing  the  operation, 
first  separates  the  musculi  pyramidales  from 
each  other,  by  making  an  incision  about 
two  inches  in  length  through  the  integuments 
and  between  the  muscles.  By  this  opening 
the  distended  bladder  is  readily  felt,  into 
which  the  trochar  is  introduced  as  before. 
The  danger  of  extravasation  into  the  surround- 
ing  cellular  membrane  is  thus  removed,  by 
the  urine  passing  readily  off  through  the  ex- 
ternal wound. 

OPERATION  BY  THE  PERINEUM. 

The  patient  being  placed  in  the  same  posi- 
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tion  as  in  the  operation  for  the  stone,  an 
assistant  presses  the  bladder  downwards  from 
above  the  pubes.  The  operator,  seated  on  a 
low  chair,  takes  the  scalpel,  and  holding  it 
like  a pen,  commences  the  incision  on  the 
left  side  of  the  raphe,  between  the  bulb  and 
crus  penis,  and  continues  it  obliquely  down- 
wards and  outwards  for  an  inch  and  a half. 
Having  reached  the  bulb  he  presses  it  with 
his  left  index  linger,  to  the  right  side,  and 
feels  forwards  for  the  prostate  gland  and  dis- 
tended bladder.  The  trochar,  which  should 
be  straight  and  not  less  than  three  inches 
and  a half  in  length,  is  to  be  pushed  into  the 
bladder,  by  the  side  and  at  the  base  of  the 
prostate  gland.  The  stilet  being  withdrawn 
and  the  bladder  emptied  of  its  contents,  the 
can ula  may  be  removed,  and  a female  cath- 
eter substituted,  which  should  be  there  re- 
tained by  means  of  tape  passed  through  its 
rings  round  the  pelvis,  from  before  back- 
wards, and  vice  versa. 
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This  operation  is  the  most  difficult  to  per- 
form of  the  three,  and  requires  considerable 
caution,  with  an  exact  knowledge  of  the 
relative  position  of  the  parts,  to  enable  the 
operator  to  steer  clear  of  the  surrounding 
danger,  otherwise  he  may  wound  the  vas 
deferens,  the  vesicular  seminales,  the  ureter, 
the  prostate,  or  the  rectum  ; or  he  may  pass 
the  trochar  between  the  rectum  and  bladder, 
and  be  foiled  on  withdrawing  the  stilct  by 
finding  no  urine  issue  from  the  tube. 


JOG 


OF  THE 

OPERATION  OF  LITHOTOMY. 

A stone  may  be  removed  from  the  bladder 
by  an  incision  made  into  that  viscus,  either 
through  the  perineum,  above  the  pubes,  or 
through  the  rectum.  The  first  operation, 
when  the  prostate  'gland  is  cut  sideways,  is 
denominated  the  lateral ; the  second,  the  high 
operation ; and  the  third,  the  posterior,  or 
recto- vesical  operation. 


LATERAL  OPERATION. 

The  method  of  opening  the  bladder  by 
cutting  the  prostate  gland  laterally,  was  first 
performed  towards  the  close  of  the  seven- 
teenth century  by  Jacques  Baulot,  commonly 
called  Frere  Jacques,  a French  monk,  who 
without  any  knowledge  of  anatomy,  journey- 
ed about  the  country,  performing  the  opera- 
tion of  Lithotomy  and  Hernia.  He  executed 
the  former  by  first  passing  a catheter  and 
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then,  with  a double  edged  knife,  cutting  by 
its  side  through  the  perineum,  straight  for- 
wards into  the  bladder.  By  this  opening,  he 
introduced  his  finger  or  a director,  passed 
the  forceps  along  its  surface,  and  having 
pulled  out  the  stone,  left  the  patient  exclaim- 
ing “ L’operation  cst  achevee  ; Dieu  vous 
guerise !”  In  this  way  he  operated,  at  the 
hospital  of  la  Charite  and  the  Hotel  Dieu  in 
Paris,  on  sixty  patients,  twenty-five  of  whom 
died  ; and  on  examining  the  parts  after  death 
it  was  found  in  many  cases,  that  he  had  not 
only  opened  the  bladder  but  had  also  made 
free  incisions  into  the  rectum. 

In  the  hands  of  Cheselden,  a well  educated 
man,  a good  anatomist,  and  an  experienced 
surgeon,  this  operation  was  considerably 
improved.  He  divided  the  urethra,  from  its 
membranous  portion  to  the  prostate  gland, 
by  cutting  with  the  knife  on  a grooved  staff, 
and  opened  the  bladder  with  the  blunt  gorget, 
pushing  it  through  the  substance  of  the  pros- 
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tate  gland.  His  knowledge  of  anatomy  kept 
him  from  committing  the  blunders  of  Frere 
Jacques ; consequently  his  operations  were 
followed  by  more  happy  results ; indeed  his 
success  was  most  extraordinary,  as  out  of 
fifty-two  patients  on  whom  he  operated  at 
St.  Thomas’s  Hospital,  two  only  died 

The  operation  is  at  present  said  to  be  per- 
formed with  the  greatest  success  in  the 
Norfolk  and  Norwich  Hospital.  Mr.  Mar- 
tineau,  senior  surgeon  to  that  institution, 
lias,  in  the  eleventh  volume  of  the  Medico- 
Chirurgical  Transactions,  given  a statement 
of  eighty-four  unselected  cases,  being  all 
those  on  which  he  has  operated  between  the 
years  1804  and  1820;  out  of  which  number 
two  only  died.  Mr.  M.  in  executing  the 
operation,  divides  the  prostate  gland  with 
the  knife  and  uses  the  blunt  gorget  merely  as 
a conductor  for  the  forceps. 

There  are  three  instruments  invented  for 
cutting  the  prostate  gland  in  this  operation  ; 
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each  • of  which  has  its  particular  advocates 
among’  Surgeons  of  the  present  day.  First, 
the  knife,  the  most  ancient  method,  is  pre- 
ferred by  many  ; second  the  lithotome  cache1, 
invented  by  Frere  Come,  a French  surgeon, 
is  generally  employed  in  the  hospitals  at 
Paris  ; and  third  the  cutting  gorget,  first  used 
by  Sir  Crnsar  Hawkins  at  St.  George’s  hos- 
pital : the  last  is  perhaps  the  instrument 
in  most  frequent  use  among  English  surgeons. 
Of  the  first  and  last  again,  the  form  is  va- 
ried ; the  knife  invented  by  Sir  Astley 
Cooper,  and  that  of  Mr.  T.  Blizard,  each  of 
which  has  a beak  at  its  extremity,  are  pro- 
bably most  commonly  employed  : while  the 
gorgets  of  Mr.  Cline,  Sir  Astley  Cooper, 
and  Mr.  Abernethy,  have  each  of  them 
respective  defenders  among  Surgeons  who 
give  the  preference  to  that  instrument.  The 
operation  with  the  knife  may  be  performed 
thus. 
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LATERAL  OPERATION  WITH  THE  BEAKED 
KNIFE. 

The  patient  being  seated  on  the  edge  of  a 
table  of  convenient  height,  his  back  suppor- 
ted by  pillows,  his  thighs  separated,  elevated 
towards  the  abdomen,  and  the  soles  of  his 
feet  grasped  in  the  palms  of  his  hands;  a 
bandage  is  looped  round  each  wrist,  and 
continued,  encircling  each  ankle,  wrist,  foot, 
and  hand  ; so  as  to  bind  firmly  the  hands  to 
the  feet : another  bandage  may  be  passed 
from  under  each  ham  over  the  shoulders,  and 
fastened  behind  the  neck.  The  position  will 
be  still  better  preserved  by  an  assistant 
standing  on  each  side,  giving  further  sup- 
port to  the  limbs,  and  keeping  the  thighs 
separated  by  slightly  pressing  the  knees 
outwards. 

The  operator  then  taking  the  grooved 
staff,  smeared  with  oil,  between  the  thumb 
and  first  two  fingers  of  his  right  hand,  pas- 
ses it  into  the  bladder,  and  having  felt  the 
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stone,  rests  its  extremity  against  it.  An  as- 
sistant, standing  on  the  patient’s  left  side, 
takes  hold,  with  his  right  hand,  of  the  handle 
of  the  staff,  which  he  keeps  steadily  fixed, 
nearly  perpendicular,  but  slightly  inclined  to 
the  right  side.  The  operator  seated  on  a 
low  chair,  with  a double  edged  scalpel,  held 
like  a pen,  makes  his  first  incision  through 
the  integuments  and  fat,  beginning  about  an 
inch  below  the  symphisis  pubis,  close  to  the 
raphe  on  its  left  side,  and  continues  it  ob- 
liquely downwards  and  outwards,  between 
the  anus  and  tuberosity  of  the  ischium  ; divi- 
ding the  intermediate  space  into  three  parts, 
it  finishes  exactly  at  the  point  where  the 
outer  and  middle  parts  join,  and  from  whence 
a line,  if  passed  across  the  anus,  would  se- 
parate it  into  two  equal  portions.  The  next 
incision  is  between  the  crus  and  bulb  of  the 
penis,  through  the  accelerator  muscle,  which 
lays  the  bulb  bare  ; this  being  pushed  aside 
by  the  left  index  finger,  the  transversales 
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perinaei  muscle  are  divided  in  the  direction 
of  the  external  wound.  With  the  same  fin- 
ger, beyond  the  bulb,  the  operator  feels  the 
staff  where  it  is  situated  in  the  membranous 
portion  of  the  urethra,  by  cutting  through 
which  with  the  point  of  his  knife  he  opens 
into  the  groove.  Keeping  the  nail  of  his 
forefinger  in  the  groove,  he  takes  the  knife 
with  which  he  puposes  dividing  the  prostate, 
and  passing  it  along  his  finger,  fixes  its  beak 
in  the  groove  of  the  staff ; then  rising  from 
his  seat,  he  takes  the  handle  of  the  staff  be- 
tween the  thumb  and  first  two  fingers  of  his 
left  hand,  and  bearing  it  towards  himself, 
slides  the  knife  forwards  along  the  groove 
into  the  bladder.  The  prostate  is  now  to  be 
divided  by  drawing  out  the  knife,  at  the 
same  time  cutting  through  the  gland  in 
a direction  downwards  and  outwards,  which 
being  finished  the  staff  may  be  withdrawn. 

The  left  forefinger  is  then  to  be  passed  by 
the  wound  into  the  bladder,  and  the  forceps 
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flatly  introduced  along  its  surface,  when  it 
may  be  removed.  The  stone  being  felt  for, 
with  the  blades  of  the  forceps  closed,  and 
discovered,  should  be  seized  between  them, 
if  possible,  in  the  direction  of  its  long  diame- 
ter, and  drawn  slowly  out ; alternately  rais- 
ing and  depressing  the  instrument,  or  if  the 
stone  be  irregularly  formed,  inclining  it  from 
side  to  side,  keeping  at  the  same  time  the 
first  two  fingers  of  the  left  hand  between  the 
handles,  thus  preventing  the  stone  from  be- 
ing broken  by  the  too  forcible  approximation 
of  the  blades. 


LATERAL  OPERATION  WITH  THE  llTHO- 
TOME  CACHE. 

This  instrument,  generally  employed  by 
French  surgeons,  is  recommended  to  be  used 
as  follows.  The  patient  is  to  be  placed,  and 
the  operation  proceeded  with  as  before,  till 
tbe  staff  is  laid  bare,  the  operator  keeping  the 
nail  of  his  left  index  finger  resting  in  the 
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groove.  He  then  takes  the  Lithotomc  cache 
by  the  handle,  its  blade  being  properly  set, 
and  passes  it  along  his  finger  until  its  beak 
enters  the  groove  of  the  staff,  which  is  proved 
by  making  its  point  pass  backwards  and  for- 
wards along  it.  Now  rising  he  takes  hold  of 
the  staff  with  his  left  hand,  and  whilst  he 
depresses  it  so  as  to  make  it  perform  a semi- 
circle, pushes  the  Lithotome  along  the  groove 
into  the  bladder,  and  then  withdraws  the  staff. 
The  instrument  being  in  the  bladder  is  to  be 
lifted  upwards  to  avoid  the  rectum,  and  pres- 
sed towards  the  patient's  right  side,  to  steer 
clear  of  the  left  pudic  artery.  These  cautions 
being  observed,  and  the  concealed  blade  in- 
clined so  that  in  coming  forth  it  will  cut  the 
prostate  downwards  and  outwards,  the  han- 
dles are  to  be  approximated,  the  blade  raised, 
and  the  gland  being  cut  as  just  directed,  the 
instrument  is  to  be  withdrawn  in  the  direction 
of  the  external  wound.  The  forceps  may 
then  be  introduced  along  the  finger;  though 
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M.  Lisfisanc  recommends  the  introduction  of 
a grooved  conductor  in  the  form  of  a blunt 
gorget.  He  directs  it  to  be  passed  with  its 
convexity  upwards,  and  when  in  the  bladder 
to  be  reversed,  and  the  forceps  introduced 
along  its  concavity  : it  is  then  to  be  with- 
drawn in  the  same  manner  as  it  entered, 
with  its  concave  side  downwards,  and  the 
stone  felt  for  and  extracted  as  before. 

Mons.  Dupuytren  has  lately  constructed 
and  used  a lithotome  cache  with  two  blades, 
so  disposed,  as  to  cut  both  left  and  right  at 
the  same  time,  on  being  withdrawn  from  the 
bladder ; thus  dividing  the  prostate  gland 
into  two  halves,  the  one  anterior,  the  other 
posterior;  and  leaving  an  opening  nearly 
similar  to  that  made  by  Sir  Astley  Cooper’s 
double  edged  gorget. 

Sir  Astley  Cooper,  and  Mona.  Dupuytren, 
in  the  construction  of  these  instruments,  both 
seem  to  have  had  the  same  object  in  view ; 
namely,  that  of  more  certainly  avoiding  the 
Fudie  artery. 
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LATERAL  OPERATION  WITH  THE  GORGET. 

The  groove  in  the  staff’  being  opened,  and 
the  finger  nail  resting  in  it,  as  in  the  former 
operations,  the  operator  takes  the  gorget  in 
his  right  hand  with  its  cutting  edge  directed 
obliquely  downwards,  and  passes  it  along 
his  finger  till  he  fixes  its  beak  in  the  groove 
of  the  staff ; when  he  moves  it  backwards  and 
forwards,  to  ascertain  whether  it  is  securely 
fixed.  Then  rising,  he  takes  as  before,  the 
handle  of  the  staff  in  his  left  hand,  and  having 
brought  it  towards  himself,  pushes  the  gorget 
horizontally  forwards  in  the  direction  of  the 
bladder  and  so  cuts  through  the  prostate  gland. 
The  urine  immediately  flowing  over  the  gor- 
get, proves  the  entrance  of  the  instrument  into 
thcbladder,  when  the  staffis  to  be  withdrawn. 
The  forceps  may  be  passed  flatly  along  the 
surface  of  the  gorget,  which  is  then  to  be 
taken  away,  and  the  stone  felt  for  and  ex- 
tracted as  before. 
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LATERAL  OPERATION,  WITH  THE  KNIFE  AND 
STRAIGHT  STAFF,  AS  PERFORMED 
BY  Mr.  ASTON  KEY. 

Mr.  Aston  Key,  in  his  Treatise  on  the 
Section  of  the  Prostate  Gland  in  Lithotomy, 
after  adverting  to  the  methods  of  performing 
the  lateral  operation,  adopted  by  Cheselden 
Sharp,  J.  Bell,  Martineau,  &c.  Sec.  and  after 
making  some  forcible  and  practical  observa- 
tions, on  the  difficulty  and  clanger  attending 
the  use  of  the  gorget,  in  conjunction  with  the 
curved  staff,  proceeds  as  follows. 

“ With  a view  to  obviate  the  evils  attend- 
ing the  employment  of  the  gorget  and  curved 
staff,  and,  at  the  same  time,  to  adhere  closely 
to  the  operation  of  Cheselden,  I use  a straight 
director,  which  I find  to  answer  all  the  pur- 
poses of  a common  staff,  to  be  entirely  free 
from  its  objections,  and  to  combine  advantages 
which  a curved  instrument  cannot  possess. 

“ I was  first  led  to  try  an  instrument  of 
this  form,  on  the  dead  subject,  by  the  follow- 
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ing  accidental  occurrence.  Being  called  upon 
to  examine  a child  who  had  died  with  stone 
in  its  bladder,  I was  desirous  of  performing 
the  operation,  before  making  any  examination 
of  the  body ; and  having  neither  staff,  gorget, 
nor  stone  knife  with  me,  I was  obliged  to 
operate  with  a common  director,  a scalpel,  and 
dressing  forceps ; and  I was  forcibly  struck 
with  the  facility  with  which  the  director  con- 
ducted the  knife  into  the  bladder. 

“ The  introduction  of  this  instrument  is  not 
attended  with  difficulty;  it  enters  the  blad- 
der of  the  adult,  or  infant,  with  as  much  faci- 
lity as  one  of  the  accustomed  form.  When 
held  in  the  position  for  the  first  incision  of  the 
operation,  it  might  strike  a surgeon,  in  the 
habit  of  using  a common  staff,  that  the  point 
of  the  director  was  not  in  the  bladder,  an 
objection,  that  if  correct,  would  justly  con- 
demn it  as  a dangerous  instrument.  To 
satisfy  my  own  doubt  on  the  subject,  when 
first  1 used  it,  I cut  open  the  bladder,  while 
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an  assistant  held  the  director,  and  in  every 
subject  on  which  I tried  it,  I found  the  extre- 
mity projecting  some  way  into  the  base  of  the 
bladder.  At  first  I had  the  extremity  made 
straight,  but  thinking  that  in  depressing  the 
handle  it  might  be  caught  by  a projecting 
fold  in  the  bladder,  which  would  considerably 
embarrass  the  operator,  I had  the  point 
slightly  curved  upwards,  and  as  the  knife  is 
never  introduced  so  far  into  the  bladder,  as  to 
reach  the  curve,  it  will  cause  no  difficulty  in 
its  introduction.  The  groove  is  made  some- 
what deeper  than  in  the  common  staff ; to 
prevent  any  risk  of  the  knife  slipping  out. 
The  extremity  is  not  grooved,  but  rounded 
like  a common  sound,  to  prevent  abrasion  of 
the  prostate  or  mucus  lining  of  the  bladder. 
The  handle  is  somewhat  larger,  to  afford  a 
better  purchase  to  the  hand  of  the  operator. 

“ The  advantage  of  a straight  over  a curved 
line,  as  a conductor  to  a cutting  instrument, 
is  too  obvious  to  require  any  comment,  but  its 
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chief  superiority  consists  in  allowing  the  sur- 
geon to  turn  the  groove  in  any  direction  he 
may  wish.  Before  carrying  the  knife  into 
the  prostate,  the  groove,  which  has  been  held 
downwards  for  the  first  incision,  may  be 
turned  in  any  oblique  line  towards  the  patient’s 
left  side,  that  the  operator  may  think  prefer- 
able for  the  division  of  the  prostate.  Nor 
docs  it  preclude  the  use  of  the  Gorget : this 
instrument  may  be  propelled  along  thestraight 
groove,  with  more  safety  than  in  the  curved 
staff.  To  those  who  have  been  used  to  the 
Gorget,  it  may  be  difficult  to  lay  it  aside  ; and 
its  employment  is  certainly  less  objectionable 
with  the  straight  director,  than  with  the  com- 
mon staff.  When  the  Gorget  is  employed, 
the  corresponding  motion  of  the  left  hand  is 
not  required  to  carry  it  into  the  bladder  ; the 
director  should  be  held  perfectly  quiet,  while 
the  Gorget  is  propelled  along  its  groove.  The 
danger  of  passing  it  out  of  the  groove  of  the 
director  is  diminished,  if  not  entirely  removed, 
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from  which  circumstance  alone,  the  surgeon 
gains  much  additional  confidence,  and,  con- 
sequently, the  patient  much  benefit. 

“ The  knife  resembles  in  form,  a common 
scalpel,  but  is  longer  in  the  blade,  and  is 
slightly  convex  in  the  back  near  the  point,  to 
enable  it  to  run  with  more  facility  in  the 
groove  of  the  director.  The  scalpel  blade  has 
this  advantage  over  the  common  beaked  lithot- 
ome,  that  the  external  incision  can  be  made 
with  the  same  instrument,  as  the  section  of 
the  prostate  gland,  thus  rendering  a change 
of  instrument  unnecessary.  There  is  less 
danger  also  of  any  membrane  getting  between 
the  groove  and  the  knife,  as  the  point  of  the 
cutting  edge,  being  buried  in  the  groove,  will 
divide  whatever  lies  before  it,  which  is  not 
done  by  a beaked  instrument.  The  opening 
made  in  the  prostate,  and  also  in  the  perineal 
muscles,  can,  in  some  measure,  be  regulated 
by  the  angle  which  the  knife  makes  with  the 
director,  as  it  enters  the  bladder.  In  the 
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majority  of  cases,  it  will  merely  be  necessary 
to  pass  the  knife  along  the  director,  and  hav- 
ing cut  the  prostate,  to  withdraw  it  without 
carrying  it  out  of  the  groove ; varying  the 
angle  according  to  the  age  of  the  patient,  the 
width  of  the  pelvis,  and  size  of  the  stone.  As 
the  direction  in  which  the  prostate  should  be 
divided,  (in  order  to  adhere  to  Cheselden’s 
operation,)  is  obliquely  downwards  and  out- 
wards, the  increasing  the  angle  at  which  the 
knife  enters  the  bladder,  will  incur  no  risk  of 
wounding  the  pudic  artery.  When  the  stone 
is  unusually  large,  it  will  be  necessary  to 
dilate  the  prostate,  in  withdrawing  the  knife. 

“ This  want  of  power  to  regulate  the  size 
of  the  incision  is  an  objection  to  which  the 
Gorget  is  acknowledged  to  be  open.  Whe- 
ther the  stone  be  large  or  small,  the  same 
opening,  and  that  a small  one,  must  serve  in 
either  case ; and,  if  the  stone  he  large,  the 
operator  cannot  avoid  employing  violence  in 
its  extraction. 
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“As  not  more  dexterity  is  required  to 
introduce  this  knife  upon  the  director,  than 
every  surgeon,  however  unused  to  Lithotomy, 
possesses,  it  is  almost  needless  to  caution 
against  the  employment  of  undue  force  in  the 
section  of  the  prostate.  The  knife  may  be 
conducted  with  deliberate  care  into  the  blad- 
der ; the  resistance  afforded  by  the  prostate 
will  be  readily  felt,  and  the  hand  of  the  oper- 
ator should  be  checked  as  soon  as  he  feels  the 
prostate  has  given  way.  It  will  be  evident, 
that  the  most  important  part  of  the  operation 
is  thus  divested  of  that  blind  force,  which 
renders  it  hazardous  in  the  hands  of  the  most 
dexterous,  as  well  as  of  the  most  unskilful 
Lithotomist. 

“ The  mode  of  conducting  the  operation  is 
as  follows  : — 

“ An  assistant  holding  the  director,  with 
the  handle  somewhat  inclined  towards  the  ope- 
rator, the  external  incision  of  the  usual  extent 
is  made  with  the  knife,  until  the  groove  is 
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opened,  and  the  point  of  the  knife  rests  fairly 
in  the  director,  which  can  be  leadily  ascer- 
tained by  the  sensation  communicated  ; the 
point  being  kept  steadily  against  the  groove, 
the  operator  with  his  left  hand,  takes  the  han- 
dle of  the  director,  and  lowers  it  till  he  feels  a 
check,  keeping  his  right  hand  fixed  ; then 
with  an  easy  simultaneous  movement  of  both 
hands,  the  groove  of  the  director  and  the 
edge  of  the  knife  are  to  be  turned  obliquely 
towards  the  patient’s  left  side ; the  knife 
having  the  proper  bearing,  is  now  ready  for 
the  section  of  the  prostate ; at  this  time  the 
operator  should  look  to  the  exact  line  the  di- 
rector takes,  in  order  to  carry  the  knife  safely 
and  slowly  along  the  groove ; which  may  now 
be  done  without  any  risk  of  the  knife  slipping 
out.  The  knife  may  then  be  either  withdrawn 
along  the  director,  or  the  parts  further  dilated, 
according  to  the  circumstances  adverted  to. 

D 

Having  delivered  his  knife  to  the  assistant, 
the  operator  takes  the  staff  in  his  right  hand, 
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and  passing  the  forefinger  of  his  left  along  tire 
director  through  the  opening  in  the  prostate, 
withdraws  the  director,  and  exchanging  it  for 
the  forceps,  passes  the  latter  upon  his  finger 
into  the  cavity  of  the  bladder. 

“In  extracting  the  calculus,  should  the 
aperture  in  the  prostate  prove  too  small,  and 
a great  degree]of  violence  be  required  to  make 
it  pass  through  the  opening,  it  is  adviseable 
always  to  dilate  with  the  knife,  rather  than 
expose  the  patient  to  the  inevitable  danger 
consequent  upon  laceration.” 

At  the  time  Mr.  Key’s  work  was  pub- 
lished, that  Gentleman  had  had  but  two  op- 
portunities of  performing  this  operation  on  the 
live  subject : however,  in  a conversation  I 
lately  had  with  him  respecting  the  operation, 
he  informed  me  that  he  had  since  repeated  it 
several  times,  and  in  every  instance  with 
success.  It  has  likewise  been  performed  by 
Mr.  Morgan  ; and  I also  feel  much  pleasure 
in  being  able  to  add  my  testimony,  as  to  the 
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ease  and  safety  with  which  ihe  bladder  may 
be  opened  by  means  of  Mr.  Key’s  instruments, 
having  had  one  opportunity  of  using  them  on 
the  live  subject.* 

To  sum  up  in  as  few  words  as  possible,  the 
principal  advantages  which  Mr.  Key’s  method 
of  operating  appears  to  possess  over  the  ordi- 
nary mode  ; I may  observe,  first ; — The 
straight  staff  as  a conductor  to  a knife  is 
attended  with  less  risk  than  the  arched  form 
of  the  staff  commonly  used.  Secondly  ; — The 
necessity  of  changing  the  knife  for  a beaked 
instrument  is  avoided,  and  the  consequent 
danger  of  the  membrane  of  the  urethra  inter- 
vening  between  the  beak  and  the  groove 
entirely  obviated.  Thirdly  ; — The  introduc- 
tion of  the  knife,  in  the  manner  Mr.  Key 
recommends,  makes  the  incision  of  a conical 
form,  the  apex  of  the  cone  being  towards  the 
bladder,  and  the  base  in  the  integuments  ; by 
* 

A history  of  the  case  is  published  in  the  Edinburgh 
Medical  and  Surgical  Journal,  for  January  1S25. 
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which  means  the  stone  meets  with  no  resis- 
tance in  the  extraction  after  it  has  fairly  quitted 
die  bladder  ; and  the  urine,  instead  of  lodging 
in  the  wound,  must  find  its  way  through  the 
external  aperture.  Fourthly ; — The  depression 
of  the  handle  of  the  staff*,  previous  to  the  divi- 
sion of  the  prostate,  raises  the  prostate  so  as 
materially  to  lessen  the  risk  of  wounding  the 
rectum. 

For  a drawing  of  the  Instruments, -see  plate 

II. 


OPERATION  ABOVE  THE  PUBES,  OR  THE 
HIGH  OPERATION. 

This  is  the  operation  which  it  is  supposed 
was  performed  by  Colot,  an  Italian,  in  1475, 
on  a freebooter  of  Meudon  in  France,  who 
was  condemned  to  die  for  a robbery  which 
lie  had  committed ; but  it  being  discovered 
that  he  was  afflicted  with  the  stone,  Louis 
the  Eleventh,  at  the  request  of  some  French 
surgeons,  gave  Colot  permission,  by  way  of 
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experiment,  to  try  the  operation  upon  him,  in 
the  hope  that  it  would  be  serviceable  to 
others  who  suffered  from  the  disease.  It  is 
related  that  the  operation  was  performed  in 
the  church  of  St.  Severin  at  Paris,  with  such 
success,  that  the  patient  was  cured  by  the 
end  of  fifteen  days ; when  he  received  a free 
pardon. 

Pierre  Franco  is  the  first  who  wrote  any 
account  of  the  operation.  He  performed  it 
in  1650  at  Lausanne,  on  a child  two  years 
old  ; he  had  begun  operating  by  the  perinse- 
um,  but  finding  the  stone  too  large  to  be  ex- 
tracted in  that  direction,  and  seeing  that  the 
distended  bladder  caused  a prominence 
above  the  pubes,  he  performed  the  high 
operation,  and  the  child  got  well.  In  the 
last  century  it  was  frequently  performed  by 
Douglas,  and  Cheselden  in  England,  and  by 
Winslow,  and  Frere  Come  in  France* 
Frere  Come  first  made  an  incision  by  the 
perineum  into  the  membranous  part  of  the 
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urethra,  through  which  he  passed  the  sonde 
a dard,  and  then  opened  the  bladder  above 
the  pubes.  In  this  way  Sir  Everard  Home, 
a few  years  since,  performed  the  operation 
at  St.  George’s  Hospital  ; but  he  now 
practises  it  without  making  any  perineal  open- 
ing. After  this  latter  method  Mr.  Ewbank 
lias  also  performed  the  operation  at  St. 
George’s,  for  the  history  of  which  process 
I am  obliged  to  my  friend  Mr.  Chevalier, 
Avho  was  present  at  the  operation  : and  l 
also  take  this  public  opportunity  of  return- 
ing him  my  sincere  thanks  for  the  many 
other  professional  favours  I have  received 
through  him.  The  following  is  the  method 
in  which  the  operation  was  performed. 

The  groins  being  shaved,  the  patient’s 
back  supported  by  pillows,  and  the  thighs 
slightly  elevated,  an  incision  is  made  through 
the  common  integuments  in  the  direction  of 
the  linea  alba,  and  extending  in  the  adult, 
from  about  two  inches  above  the  symphisis 
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pubis,  nearly  to  the  angle  which  the  skin 
forms  in  mounting  upon  the  penis.  This  is 
now  continued  deeper  through  the  exter- 
nal fascia,  and  as  near  as  may  he,  divides 
the  bellies  ot  the  pyramidales  muscles 
from  each  other.  Some  few  fibres  of  these 
muscles,  with  the  fascia  beneath  them,  are 
now  deprived  of  their  insertion  into  the  arch 
of  the  pubes  by  another  incision  close  upon 
the  bone  at  right  angles  to  the  former,  and 
extending  into  that  loose  cellular  mem- 
brane which  lies  between  the  abdominal 
parietes,  the  bladder,  and  the  peritoneum 
reflected  from  the  former  to  the  latter.  An 
incision  may  now  be  commenced  from  this 
last  in  the  direction  of  the  first,  and  the  finger 
of  the  operator  being  introduced  between  the 
peritoneum  and  the  last  mentioned  fascia 
immediately  covering  this,  is  to  be  further 
divided  as  far  upwards  as  may  be  necessary. 
If  the  bladder  be  very  much  distended,  it  is 
now  laid  bare : if  not,  the  laxity  of  the 
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cellular  membrane  which  allowed  this  viscus 
when  full  to  remove  the  peritoneum  to  a 
certain  distance  from  the  pubes,  will  now 
admit  of  the  same  distension  by  the  hand 
of  the  surgeon.  The  sonde  a dard  (having 
previously  received  the  proper  curve,  that 
is,  a larger  segment  of  a smaller  circle 
than  is  usually  given  to  the  catheter)  is  now 
passed  into  the  bladder,  till  its  extremity  is 
felt  through  the  coats  close  to  the  symphisis 
pubis,  when  the  stilet  is  pushed  on  into  the 
external  wound.  The  bladder,  now  trans- 
fixed by  the  stilet,  and  resting  on  the  end  of 
the  sonde  itself,  is  to  l>c  pushed  up  towards 
the  navel,  the  whole  sonde  a dard  being  pas- 
sed further  through  the  urethra.  The  sur- 
geon now  having  hold  of  the  point  of  the 
protruded  stilet,  introduces  in  the  groove  on 
the  lower  or  concave  side  thereof,  a probe 
pointed  bistoury  into  the  cavity  of  the  bladder, 
the  coats  of  which  are  thus  divided  down- 
ward? as  far  as  the  bone,  when  the  finger  im- 
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mediately  lays  hold  of  them,  and  supports 
them  against  the  lips  of  the  wound,  while  the 
sonde  a dard  is  withdrawn,  and  the  other 
hand  or  the  forceps  removes  the  stone. 
When  it  is  ascertained  that  the  bladder  con- 
tains no  other  calculus,  an  elastic  gum 
catheter  is  passed  by  the  urethra  and  fixed  in 
the  bladder.  A small  piece  of  dressing  is 
placed  on  the  wound  so  as  to  prevent  any 
premature  or  inconvenient  union  in  any  part 
of  it  and  the  operation  is  concluded.  The 
urine  comes  away  chiefly  through  the  catheter, 
which  is  allowed  to  remain  till  the  state  of 
the  wound  permits  of  its  being  permanently 
removed. 

THE  POSTERIOR  OR  RECTO  VESICAL 
OPERATION. 

The  operation  of  cutting  into  the  bladder 
through  the  rectum,  for  the  purpose  of 
removing  a calculus,  seems  first  to  have  been 
proposed  by  a Surgeon  of  Bale,  in  Switzer- 
land, near  two  hundred  years  ago. 
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Within  these  few  years  this  method  of 
operating  lias  again  been  brought  into  notice, 
hy  Professor  Vacca,  of  Pisa,  who  affirms  that 
it  exposes  the  existence  of  patients  to  less 
hazard  than  either  of  the  other  operations 
generally  had  recourse  to. 

In  Paris  the  operation  has  been  performed 
by  several  surgeons  of  eminence,  amongst 
whom  are  Messieurs  Dupuytren  and  Sanson  ; 
the  latter  gentleman  is  a most  strenuous  advo- 
cate for  this  method  of  operating,  which  he 
executes  in  the  following  manner. 

A grooved  staff  being  passed  into  the  ure- 
thra, the  patient  secured,  and  placed  on  a 
table,  as  in  the  lateral  operation  ; an  assistant 
standing  at  the  patient’s  left  side,  takes  hold 
of  the  staff,  which  he  holds  exactly  vertical. 
The  operator  now  passes  the  index  finger  of 
his  left  hand  into  the  rectum,  in  the  supine 
position  ; and  conveys  along  it  the  flat  side  of 
a common  bistoury,  then  having  turned  the 
sharp  edge  upwards,  he  draws  it  towards  him- 
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self,  and  divides  the  lower  part  of  the  rectum 
and  the  sphincter  of  the  anus,  in  the  direction 
of  the  raphe  of  the  perineum.  The  under 
surface  of  the  prostate  gland  can  now  be  felt, 
by  introducing  the  index  finger  of  the  left 
hand,  and  beyond  it  the  grooved  staff  in  the 
inferior  portion  of  the  bladder,  which  is  not 
covered  by  the  peritoneum.  The  operator 
pgain  introduces  the  bistoury  as  before, 
directing  its  point,  guided  by  the  index  finger, 
into  the  groove  of  the  staff,  then  cutting  out- 
wards,  in  the  mesial  direction,  he  makes  an 
incision  of  about  an  inch  in  length  ; when  the 
flow  of  urine  proves  the  opening  of  the  blad- 
der. The  forceps  being  passed  along  the  fin- 
ger into  the  bladder,  the  stone  is  to  be 
extracted  as  in  other  operations. 

The  parts  cut  by  operating  in  this  manner, 
arc  the  lower  part  of  the  rectum,  the  sphincter 
ani  for  almost  its  whole  depth,  a small  por- 
tion of  the  posterior  part  of  the  prostate  gland, 
and  the  lower  part  of  the  bladder. 
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In  England,  I am  not  aware  that  this  ope- 
ration has  been  tried  on  the  living  body.  Mr. 
Sleigh,  a teacher  of  Anatomy  in  London,  has 
published  a work  on  the  subject,  in  which  he 
strongly  recommends  the  method  of  opening 
the  bladder  through  the  rectum,  in  operating 
for  the  stone.  There  is,  however,  a variety 
in  Mr.  Sleigh’s  manner  of  operating,  from  that 
adopted  on  the  continent,  insomuch  that  he 
recommends  the  incision  into  the  bladder  to  be 
made  without  cutting  any  part  of  the  prostate 
gland,  or  the  sphincter  ani  muscle.*  Mr. 
Sleigh  effects  this  by  means  of  Weiss’  specu- 
lum ani,  with  which  he  dilates  the  sphincter 
sufficiently  to  permit  the  extraction  of  a large 
stone  ; he  then,  cutting  through  the  rectum, 
opens  the  bladder  in  the  triangular  space  on 
its  inferior  surface,  the  boundaries  of  which 

* By  the  non-division  of  the  sphincter,  is  not  the 
escape  of  foeculent  matter  into  the  bladder  more  likely 
to  take  place  ? The  possibility  of  such  a circumstance 
occurring,  may  be  considered  one  great  objection  to  the 
Recto-Vesical  operation. 
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are  “ laterally  the  vasadeferentiaand  vesicular 
seminales,  superiorly  the  cul-de-sac  of  the 
peritoneum,  and  inferiorly  the  prostate  gland 
and  union  of  the  seminal  tubes.”* 


THE  OPERATION  ON  THE  FEMALE. 

In  the  rare  cases  in  which  it  is  found  requi- 
site to  perform  the  operation  of  Lithotomy 
on  the  female,  it  is  generally  done  in  the 
following  way. 

The  patient  being  securely  bound,  a straight 
conductor  or  staff  is  passed  by  the  urethra 
into  the  bladder,  with  its  groove  directed  ob- 
liquely downwards  and  outwards  towards  the 
patient’s  left  side,  the  back,  or  convex  part, 
being  pressed  upwards  in  an  opposite  direc- 
tion, in  order  to  enlarge  the  caliber  of  the 
urethra.  The  operator,  holding  the  staff  with 
his  left  hand,  passes  a probe-pointed  bistoury 
along  its  groove,  which  cuts  through  the 

* An  Essay  on  an  improved  method  of  cutting  for 
Urinary  Calculi,  by  W.  W.  Sleigh- 
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urethra  and  neck  of  the  bladder  in  the  first 
named  direction.  He  then  withdraws  the 
instruments  and  introduces  his  left  index  fin- 
ger to  feel  for  the  stone,  which  having  found, 
lie  passes  the  forceps,  his  finger  serving  as  a 
director,  and  extracts  as  before. 

M.  Lisfranc  recommends  the  incision 
through  the  urethra  and  neck  of  the  bladder 
to  be  made  upwards,  inclining  it  slightly  to 
either  side  to  avoid  the  symphisis  pubis. 
By  making  the  cut  in  this  way  he  says  incon- 
tinence of  urine  is  not  so  frequent  a conse- 
quence of  the  operation  as  when  the  urethra 
is  divided  downwards  and  laterally.  Should 
the  opening  be  not  sufficiently  large  to  allow 
the  stone  to  pass,  he  directs  another  incision 
to  be  made  downwards,  and  a little  inclined 
to  one  side,  by  which  means  the  largest  cal- 
culus, the  pubes  will  admit,  may  be  extracted. 

Incontinence  of  urine,  however,  is  but  too 
frequent  a result  of  any  operation  on  the 
female  in  which  the  urethra  is  divided : in  order 
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therefore  to  avoid  this  distressing  circum- 
stance, Mons.  Lisfranc  proposes  to  open  the 
bladder,  without  wounding  that  canal,  in  the 
following  manner. 

The  patient  being  placed  as  in  the  lateral 
operation,  two  assistants  separate  the  labia ; 
whilst  the  operator  passes  into  the  bladder  a 
male  catheter,  or  a sound,  turns  its  convexity 
upwards  and  gives  it  to  an  assistant  to  hold ; 
who,  by  bearing  it  downwards,  depresses  the 
urethra  and  the  vagina.  The  operator  then, 
with  a straight  bladed  bistoury,*  begins  an 
incision  exactly  opposite,  and  on  the  right  side 
of  the  meatus  urinarius,  and  about  a quarter 
of  an  inch  from  the  descending  ramus  of  the 
pubes;  he  continues  it  upwards  over  the 
urethra,  and  finishes  it  at  a point  diametrically 
opposite  to  that  at  which  he  commenced  : thus 
leaving  a cut  of  a semilunar  form,  with  its 
convexity  upwards 

He  now  explores,  with  his  left  index  finger, 


* Plate  III.  Figs.  II.  or  III. 
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the  extent  of  this  incision  ; and,  feeling  for- 
wards, cuts  cautiously  on,  in  the  same  manner 
until  he  has  opened  the  bladder ; when,  the 
left  index  finger  being  used  as  a conductor 
for  the  forceps,  the  stone  may  be  extracted  as 
in  the  other  operations. 


CASTRATION. 

This  is  said  to  be  the  most  ancient  of  all 
operations.  It  is  supposed  first  to  have 
been  performed  by  the  jealous  polygamists 
of  the  east,  who  by  it  secured  to  themselves 
a set  of  individuals  to  whom  they  could  with- 
out fear  commit  the  care  of  their  concubines: 
indeed  it  appears  still  to  be  practised  for  the 
same  abominable  purpose,  as  Captain  Henry 
Light,  of  the  Royal  Artillery,  who  has  pub- 
lished a history  of  his  travels  through  Lgypt, 
Nubia,  and  the  Holy  Land,  in  1814,  relates 
that  he  saw  two  boats,  containing  one  hun- 
dred and  fifty  black  boys,  on  their  way  to 
Cairo,  who  had  been  totally  emasculated. 
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and  cured  in  a month,  at  a village  in  the 
neighbourhood.  They  had  been  attended  by 
a Franciscan  monk  ; who  described  the  oper- 
ation as  easily  performed  and  without  much 
danger ; eleven  only  having  died  out  of  one 
hundred  and  sixty.  They  were  intended 
for  the  Seraglio  at  Constantinople. 

Celsus  is  the  first  who  describes  the  oper- 
ation as  necessary  for  the  removal  of  disease  ; 
he  points  out  three  kinds  of  tumors,  which,  in 
order  to  be  effectually  cured,  require  the 
extirpation  of  the  testicle. 

When  the  operation  is  deemed  requisite, 
but  there  is  still  an  existing  doubt  as  to  the 
exact  nature  of  the  disease,  it  is  recommen- 
ded immediately  previous  to  performing  it, 
to  make  a small  incision  through  the  forepart 
of  the  scrotum  into  the  tunica  vaginalis ; this 
caution  is  given  to  prevent  the  consternation 
and  chagrin  which  surgeons  are  known  to 
have  experienced,  who,  having  prescribed 
and  commenced  the  operation,  have  suddenly 
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ceased,  when  the  flow  of  water  or  blood  from 
the  tunica  vaginalis  has  proclaimed  the  dis- 
ease to  be  either  hydrocele  or  haematocele. 
The  following  is  the  general  method  of  prac- 
tising the  operation. 

The  hair  being  shaved  from  the  pubes, 
place  the  patient  on  a table  of  convenient 
height,  and  let  his  back  be  supported  by  pil- 
lows. Commence  the  first  incision  at  the 
external  abdominal  ring;  and  continue  it 
down  the  front  of  the  testicle  to  the  posterior 
base  of  the  tumor  : if  the  skin  be  diseased, 
two  elliptical  incisions  must  be  made  and  the 
diseased  part  removed.  Having  exposed 
the  spermatic  cord,  and  deprived  it  of  its 
cellular  connections,  separate  the  artery  and 
vein  from  the  vas  deferens  at  the  upper  part 
of  the  incision.  By  means  of  a curved  needle 
pass  a ligature  round  the  two  former  and 
give  it  to  an  assistant  to  hold,  to  prevent 
them  from  being  drawn  within  the  ring  by 
the  action  of  the  cremaster  muscle,  on  the 
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division  of  the  cord.  This  caution  being 
observed,  cut  through  the  w hole  of  the  cord 
about  the  third  of  an  inch  below  the  ligature  ; 
take  hold  of  that  portion  attached  to  the  tes- 
ticle, and  draw  it  forwards,  when  a few  cuts 
with  the  scalpel  through  the  loose  cellular 
texture  of  the  scrotum  will  remove  the  dis- 
eased part.  The  spermatic  artery,  the  vessel 
which  accompanies  the  vas  deferens,  and  any 
others  that  bleed,  are  now  to  be  separately 
secured  by  ligatures,  and  the  ligature  of  the 
cord  is  to  be  taken  away.  The  edges  of  the 
wound  should  be  approximated  by  two  su- 
tures, and  straps  of  adhesive  plaster  applied. 

M.  Lisfranc,  after  the  first  incision,  recom- 
mends the  tumor  to  be  dissected  from  below 
upwards,  which  prevents  the  blood  collecting 
before  the  point  of  the  knife  in  the  cellular- 
texture  of  the  scrotum.  Me  secures  the  cord 
from  slipping  within  the  ring,  by  directing 
an  assistant  to  place  his  index  and  middle 
fingers  at  a little  distance  from  each  other 
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behind,  and  his  thumb  before  it,  opposed  to 
the  interspace ; he  thus  presses  it  against 
each  finger,  which  prevents  the  possibility  of 
its  being  retracted  ; he  then  cuts  through  it 
and  ties  such  vessels  as  require  ligatures. 

Vincent  Ivarn  a German  surgeon  recom- 
mends the  operation  to  be  thus  performed. 
An  assistant  with  the  fore-finger  and  thumb 
of  one  hand  takes  hold  of  the  cord,  with  the 
integuments,  above  the  part  where  it  is  to  be 
cut  through,  whilst  with  the  other  he  sepa- 
rates the  diseased  from  the  healthy  testicle. 
The  operator  then  raises  the  one  diseased, 
and  by  a single  stroke  of  the  knife  cuts  it 
away  with  its  scrotal  covering,  beginning  the 
incision  at  the  raphe  of  the  scrotum  and  cut- 
ting obliquely  upwards  and  outwards.  The 
arteries  being  taken  up  and  the  edges  of  the 
wound  approximated,  the  operation  is  finish- 
ed. This  method  has  the  advantage  of  being 
short ; but  as  in  many  cases  the  testicle  is  too 
much  enlarged  to  admit  of  being  removed  at 
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one  cut,  and  as  the  cord  cannot  be  securely 
lixed  by  being  pinched  up  within  the  integu- 
ments, the  former  must  be  considered  the 
safest  plan  of  performing  the  operation. 

When  the  disease  extends  along  the  cord, 
it  is  cruel  to  submit  the  patient  to  the  un- 
necessary pain  of  the  operation  : though  M. 
Lisfranc  says  in  cases  of  this  kind  he  has 
seen  M.  Dubois  pull  down  the  cord  and  then 
divide  it,  and  M.  Dupuytren  cut  up  the  in- 
guinal canal  to  the  internal  ring,  and  there 
cut  through  the  cord ; but  in  all  the  cases 
the  patients  have  died. 

Again,  it  is  a matter  of  opinion  whether  it 
is  not  the  better  plan  to  secure  the  whole 
cord  by  ligature,  and  thus  do  away  with  the 
necessity  of  tying  each  vessel  separately. 
M.  Richerand  practises  the  operation  in  this 
way  ; observing  to  draw  the  ligature  exceed- 
ingly tight ; by  which  means,  he  says,  he 
produces  immediate  disorganization  of  that 
part  of  the  cord,  included  within  the  ligature. 
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Cases  are  however  related,  in  which  a liga- 
ture, including  the  whole  cord,  has  produced 
such  excessive  pain  and  irritation  as  (o  necessi- 
tate its  removal : the  tying  of  nerves  and  veins 
too,  has  sometimes  produced  fatal  conse- 
quences, therefore,  the  method  of  securing 
each  vessel  separately  appears  to  be  that  which 
may  be  most  safely  pursued. 

AMPUTATION  OF  THE  PENIS. 

Cancerous  and  malignant  fungous  affections 
are  the  diseases  which  give  rise  to  the  neces- 
sity for  this  operation  ; if  the  extent  of  the 
disease  can  be  ascertained,  it  may  be  thus 
performed. 

The  patient  rests  on  his  back,  while  the 
operator  sitting  by  his  left  side,  takes  hold 
of  that  part  of  the  penis  which  is  to  be  re- 
moved, between  the  first  two  fingers  and 
thumb  of  his  left  hand,  and  draws  it  slightly 
forwards,  then  with  a straight  bladed  bis- 
toury, or  a catling,  at  one  stroke,  he  cuts 

i. 
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through  the  penis,  about  half  an  inch  beyond 
the  diseased  part,  directing  his  incision  from 
below  upwards.  The  bleeding  arteries  be- 
ing secured  by  ligatures,  an  elastic  gum 
catheter  is  to  be  introduced  by  the  urethra 
and  retained  in  the  bladder ; when  dossils 
of  dry  lint  should  be  applied  to  the  surface 
of  the  wound. 

The  following  appears  tome  the  most  sim- 
ple and  convenient  method  of  retaining  the 
catheter  in  the  bladder  on  this,  or  any  other 
occasion  : it  is  the  plan  generally  adopted  in 
the  French  hospitals.  A metallic  ring,  the 
circumference  of  which  should  be  more  than 
sufficient  to  encircle  the  penis,  is  to  be 
covered  with  cloth,  and  four  long  pieces  of 
tape,  with  the  same  number  of  short  ones 
attached  to  it.  This  enclosing  the  penis,  is 
fixed  against  the  pubes  by  the  long  pieces  of 
tape,  which  surrounding  the  pelvis  in  differ- 
ent directions,  meet  and  are  tied  posteriorly. 
One  of  the  short  pieces  is  carried  through  the 
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ring,  or  round  the  groove  of  the  catheter  on 
each  side,  and  being  tied  to  its  fellow,  fixes 
the  instrument  securely  in  the  bladder. 

When  the  penis  is  to  be  amputated  near 
the  pubes,  it  is  best  to  pass  the  catheter  pre- 
vious to  commencing  the  operation,  as  the 
surrounding  parts  being  more  cellular,  allow 
the  blood  to  collect  within  them,  which  tends 
to  obscure  the  orifice  of  the  urethra,  and  ren- 
ders the  introduction  afterwards  much  more 
difficult  In  this  case  the  incision  must  be 
made  round  the  penis,  as  in  amputating  a 
limb;  then  by  slitting  up  the  urethra  with  a 
pair  of  scissars  the  separated  part  is  removed 
from  the  catheter.  The  arteries  being  taken 
up  with  a tenaculum  and  tied,  dossils  of  lint 
are  to  be  applied  over  the  surface  of  the 
wound,  and  the  whole  is  to  be  covered  by 
pads  of  lint  or  soft  cloth.  The  ring  is  to  be 
fixed  to  the  pubes  over  the  dressings,  and  the 
catheter  retained  in  the  bladder  as  before. 


AMPUTATION 


OF 

THE  EXTREMITIES. 

Easy  as  the  operation  of  amputation  is 
acknowledged  to  be,  we  seldom  see  it  per- 
formed in  a masterly  style  ; some  parts  being 
cut  with  which  the  knife  has  no  business  to 
come  in  contact,  or  others,  which  should  be 
completely  divided  by  that  instrument,  left 
partially  separated,  till  the  mangling  teeth  of 
the  saw  tear  them  asunder.  As  the  course 
of  the  blood  can  be  stopped  by  the  applica- 
tion of  the  tourniquet,  the  operation  holds 
out  no  immediate  danger,  and  calls  for  but 
little  knowledge  of  anatomy ; any  one  may 
therefore  undertake  it,  and  by  practising  it  a 
few  times  on  the  dead  subject  manage  to  per- 
form it  with  considerable  dexterity.  These 
remai’ks  apply  chiefly  to  the  amputations  of 
the  leg,  thigh,  and  arm ; not  to  the  partial 
amputations  of  the  foot,  nor  to  those  between 
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the  articulations  of  bones,  as  at  the  different 
joints,  which  require  a correct  idea  of  the 
anatomical  structure  of  the  part,  to  enable 
the  operator  to  perform  them  with  skill. 

It  is  but  just,  however,  to  observe,  that 
although  the  amputation  be  very  dexterously 
executed,  yet  a second  operation  will  be  some- 
times requisite ; in  consequence  of  the  bone 
becoming  affected  with  osteo- sarcoma,  exten- 
sive necrosis,  or  great  protrusion  of  the  bone, 
with  extensively  diseased  periosteum,  or  by 
reason  of  the  nerves  at  the  end  of  the  stump 
taking  on  a diseased  action,  and  uniting  so  as 
to  form  a kind  of  ganglion.  In  these  last 
cases,  the  stump  generally  becomes  of  a coni- 
cal shape,  and  so  excessively  irritable,  that  the 
slightest  touch  or  pressure,  gives  excruciating 
pain.  Although  these  are,  perhaps,  the  rea- 
sons which  most  frequently  require  the  sur- 
geon to  have  recourse  to  the  painful  necessity 
of  a second  operation,  yet  as  Mr.  Hennen 
observes,  “ it  must  be  confessed,  that  origin- 
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ally  bad  performed  amputation,  and  subse- 
quent improper  dressing,  have  but  too  often  a 
full  share  in  occasioning  the  mischief.* 

Active  and  ingenious  assistants  are  indis- 
pensable requisites  to  the  well  finishing  of 
any  of  these  operations : however  dexterous 
the  operator  may  be,  he  appears  awkward 
if  his  assistants  be  not  expert  in  the  perfor- 
mance of  their  duty,  to  effect  which  judici- 
ously requires  more  art  than  is  necessary  for 
merely  cutting  off  the  limb.  Two  assistants 
at  least  should  be  present ; to  the  one  be- 
longs the  business  of  properly  sustaining  and 
fixing  that  part  of  the  extremity  which  is 
about  to  be  removed,  so  that  it  shall  neither 
excite  action  in  any  of  the  muscles  which 
are  to  be  divided,  by  calling  on  them  for  sup- 
port, nor  by  an  unequal  bearing,  offer  an  im- 
pediment to  the  progress  of  the  saw,  during 

* Observations  on  some  important  points  in  the  prac- 
tice of  Military  Surgery.  By  John  Hennen,  Deputy 
Inspector  of  Military  Hospitals. 
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the  operation  of  cutting  through  the  bone.  To 
the  other  devolves  the  duty  of  retracting  the 
integuments,  and  shielding  the  muscles  from 
the  teet!)  of  the  saw,  as  well  as  presiding  over 
the  tourniquet,  relaxing  or  tightening  it  as 
the  operator  may  direct. 

Where  the  surgeon  has  full  confidence  in 
his  assistant,  the  operation  may  be  performed 
without  any  tourniquet  beingused  : the  instru- 
ment, for  securities  sake,  may  be  applied 
loosely  round  the  limb,  and  the  circulation  be 
kept  under  controul  by  pressure,  judiciously 
made,  with  the  fingers  or  thumb  of  the  confi- 
dential assistant.  In  this  way,  no  obstruc- 
tion is  offered  to  the  return  of  blood,  which 
passes  by  the  veins  in  an  uninterrupted  course 
to  the  heart.  Such  is  not  the  case  when  the 
tape  of  the  tourniquet  tightly  encircles  the 
limb,  the  veins  and  smaller  arteries  then  be- 
come distended,  a larger  quantity  of  blood  is 
therefore  necessarily  lost  during  the  opera- 
tion ; a circumstance  which,  in  many  cases, 
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may  be  very  prejudicial  to  the  patient.  In 
treating  on  this  subject,  and  of  the  facility 
with  which  the  circulation  can  he  interrupted; 
Mr.  Liston,  of  Edinburgh,  says,  “ so  much 
have  I been  imjiressed  with  this  fact,  that  I 
have  repeatedly,  when  no  proper  assistant  was 
at  hand,  compressed  both  the  femoral  and 
humeral  arteries  with  the  fingers  of  one  hand, 
whilst  with  the  others  I removed  the  limb, 
and  with  the  loss  of  less  blood,  than  if  I had 
followed  the  ordinary  mode.  However,  as 
Mr.  Liston  judiciously  adds,  ‘ ; this  is  an  expe_ 
riment  there  is  no  necessity  for  repeating."* 

In  all  the  amputations  at  joints  it  has  been 
thought  propel'  to  cut  off  the  whole  surface 
of  the  cartilage  exposed  ; with  a view  to  pre- 
vent any  impediment  to  the  process  of  union 
by  a secretion  of  synovia  in  the  wound. 

In  cases  of  injury  happening  to  the  hand  or 
foot,  or  in  diseases  of  any  of  the  bones  com- 


Edinburgh  Medical  and  Surgical  Journal,  vol.  21- 
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posing  those  parts,  which  may  require  the 
operation  of  amputation  ; the  surgeon  should 
always  bear  in  mind,  that  it  is  advisable  to 
take  away  as  small  a portion  of  the  member 
as  possible,  exclusive  of  the  diseased  or  injured 
part.  Mr.  Guthrie  has  made  some  admirable 
observations  on  this  subject  in  reference  to  the 
hand  ; and  the  same  reasoning  may  be  applied 
to  the  foot.  He  says,  “ when  the  metacarpal 
bones  of  the  three  outermost  fingers  are  de- 
stroyed, the  thumb  and  fore-finger  are  worth 
preserving.”  And  again,  “ the  little  finger  is 
occasionally  to  be  kept,  when  the  two  middle 
ones  are  sawed  off,  and  in  taking  away  the  two 
outermost  fingers,  the  next  metacarpal  bone 
is  not  to  be  removed,  even  if  it  be  a little 
injured  ; the  tearing  up  of  the  integuments  is 
not  of  so  much  consequence  as  is  believed, 
and  in  performing  the  operation  of  removing 
any  two  bones,  flaps  may  frequently  be  pro- 
cured, partly  on  one  side,  partly  on  the  other, 
when  a whole  one  cannot  be  obtained  from 
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either.  The  opening  into  the  joint  of  the 
carpus,  will  do  well  in  most  instances,  if  skin 
can  be  procured,  to  cover  the  joint  injured  : 
in  fact,  the  hand  is  so  valuable,  and  is  so  much 
under  the  command  of  the  surgeon,  if  atten- 
tion be  paid  to  it  at  first,  that  much  ought  to 
be  hazarded  to  save  it.  The  removal  of  the 
hand,  is  also  a last  resource,  after  every 
attempt  has  failed.”* 

For  the  removal  of  the  finger,  or  any  other 
part  of  the  hand,  the  knives  delineated  in 
plate  III  will  be  found  the  most  convenient 
and  useful. 

I shall  now  proceed  to  describe  separately 
and  successively  each  amputation,  commen- 
cing with  those,  which,  though  of  least  con- 
sequence to  the  patient,  will  not  be  consider- 
ed by  the  operator  as  unworthy  of  particular 
attention. 

* A Treatise  on  Gun-shot  Wounds,  and  Mounds  ol 
the  Extremities,  requiring  Amputation,  by  G.  J.  Guthriej 
Deputy  Inspector  ol  Hospitals,  &c- 
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AMPUTATION  OF  THE  SECOND,  OR  THIRD 
PHALANX  OF  A FINGER. 

With  us  this  operation  is  generally  perform- 
ed by  making  a circular  incision  round  the 
finger,  about  a quarter  of  an  inch  nearer  its 
extremity  than  the  joint  at  which  you  are 
about  to  amputate  \ then  an  incision  on  each 
side  extending  back  from  the  first  to  the  joint, 
so  as  to  form  two  flaps,  which  are  to  be  dis- 
sected back  and  the  tendons  with  the  lateral 
and  capsular  ligaments  cut  through,,  which 
finishes  the  operation. 

'i  he  following  is  the  process  adopted  by 
M.  Lisfranc,  certainly  more  expeditious  than 
the  former  ; but  as  it  leaves  only  a single  flap, 
it  is  not  probable  that  the  wound  will  heal 
so  readily  by  adhesion  as  when  the  operation 
is  performed  in  the  manner  already  described  ; 
yet  a case  may  possibly  occur,  in  which  the 
one  operation  could  be  performed,  and  the 
other  not  be  practicable. 

The  hand  being  prone  is  fixed  by  an  assis- 
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tant,  who  bends  the  other  fingers  and  separates 
them  from  the  one  to  be  operated  on.  The 
operator  with  the  fore-finger  and  thumb  of 
his  left  hand,  takes  hold  of  the  phalanx  to 
be  amputated,  placing  his  thumb  on  its  dorsal, 
and  his  finger  on  its  palmar  surface,  and 
having  half  bent  it,  observes  the  situation  of 
the  small  fissure  in  the  integuments  on  the 
side  of  the  bone,  caused  by  that  position  j 
immediately  before  which  the  joint  will  be 
found.  At  this  point,  with  a straight  bladed 
bistoury,  he  makes  his  incision,  and  at  one 
sweep  lays  open  the  joint  by  cutting  through 
the  integuments  and  ligaments  on  the  sides 
and  dorsum  of  the  finger,  from  left  to  right. 
In  cutting  the  ligaments  at  the  sides,  the 
edge  of  the  bistoury  is  directed  obliquely 
towards  himself,  and  those  on  the  dorsum  in 
the  opposite  direction.  The  phalanx  is  now 
to  be  held  by  its  sides,  and  the  ligament  at 
the  under  part  cut  through,  the  bistoury  is 
then  placed  horizontally  with  regard  to  the 
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phalanx,  anti  a Hap  of  sufficient  length  formed 
from  its  palmar  surface  by  cutting  between 
the  integuments  and  bone. 

In  cases  where  the  finger  is  so  much  swollen 
as  to  render  demiHexion  difficult  and  painful, 
M.  Lisfranc  recommends  the  operation  to 
be  reversed  and  performed  thus. 

The  hand  being  supine  and  fixed  by  an 
assistant,  the  operator  extends  the  diseased 
finger,  and  bends  the  others  that  they  may 
be  out  of  the  way  of  the  knife.  He  then 
takes  hold  of  the  phalanx  with  his  left  hand, 
placing  his  thumb  on  the  palmar,  and  fore- 
finger on  the  dorsal  side,  while  with  his  other 
fingers,  he  forms  a support  for  the  bistoury  ; 
which  is  to  be  introduced  horizontally  imme- 
diately anterior  to  the  fissure,  in  a line  with 
the  joint,  and  pushed  through  beneath  the  in- 
teguments, to  the  opposite  side,  the  point  be- 
ing directed  obliquely  upward  to  avoid  the 
bone,  when  a flap  is  to  be  formed  by  cutting 
forwards  and  outwards.  This  being  done  and 
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held  back  by  the  assistant,  the  heel  of  the 
bistoury  is  applied  to  the  base  of  the  flap ; 
when  by  drawing  it  from  left  to  right,  the 
joint  is  cut  through,  which  removes  the  pha- 
lanx. In  operating  in  this  way  at  the  second 
phalanx,  the  point  of  the  bistoury  should  be 
passed  immediately  under  the  fissure  formed 
in  the  integuments  on  the  palmar  surface. 
No  ligature  will  be  required  for  the  divided 
vessels;  pinching  their  bleeding  extremities 
with  the  forceps  being  sufficient  to  stop  the 
haemorrhage. 


AMPUTATION  OF  A FINGER  AT  ITS  FIRST 
PHALANX  OR  JUNCTION  WITH  THF. 

METACARPAL  BONE. 

Put  the  hand  prone,  feel  for  the  joint,  and 
slightly  bend  the  finger . then  place  the 
thumb  of  your  left  hand  on  its  dorsal  aspect, 
the  fore-finger  on  its  palmar  surface.  With 
the  heel  of  the  bistoury  begin  the  incision 
about  the  middle  of  the  head  of  the  metacar- 
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pal  bone,  or  knuckle  ; cut  almost  parallel 
to  the  bone  of  the  finger,  lowering  your  hand 
till  the  knife  is  perpendicular,  then  cut 
directly  from  you  till  you  are  opposite  the 
joint,  towards  which  turn  the  edge  of  the  bis- 
toury ; cut  through  it,  and  pass  the  knife 
between  the  integuments  and  bone  on  the 
opposite  side,  where  form  a corresponding 
flap  by  cutting  towards  yourself.  For  obvi- 
ous reasons  never  begin  with  the  point  of  the 
knife,  or  raise  your  hand  during  the  opera- 
tion. 

If  the  finger  be  amputated  for  accident,  no 
ligature  will  be  required  ; but  if  for  a disease 
in  which  there  has  been  long;  continued 
inflammation,  the  arteries  should  be  secured, 
as  they  are  generally  enlarged.  The  edges 
of  the  wound  are  brought  in  contact  by 
approximating  the  other  fingers,  and  binding 
them  together  with  tape,  if  the  one  removed 
be  either  the  ring,  or  middle  finger.  On 
cither  of  these  fingers  this  operation  should 
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l)e  preferred  to  the  amputation  of  the  second 
phalanx,  as  the  remaining  stump,  or  first  pha- 
lanx, in  that  case  is  not  only  useless  but 
a deformity ; whereas  after  this  operation  the 
loss  of  the  finger  can  be  scarcely  perceived 
by  a superficial  observer. 

The  same  operation  does  for  the  toes; 
with  this  difference,  that  you  begin  with  the 
prfint  of  the  bistoury  and  cut  parallel  with 
the  bone,  till  you  arrive  opposite  the  joint 
which  in  them  is  very  deep. 


AMPUTATION  OF  THE  METACARPAL  BONE 
OF  THE  THUMB. 

When  it  is  the  right  metacaipal  bone  to  be 
removed,  the  hand  is  to  be  placed  supine  and 
vice  versa. 

The  hand  being  held  firm  by  an  assistant, 
the  operator  sepai-ates  the  thumb  from  the 
index  finger,  and  applies  the  heel  of  his  bis- 
toury to  the  middle  of  the  space  between 
them.  Then  keeping  the  point  perpendicu- 
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larly  upwards,  he  cuts  forwards  between  the 
metacarpal  bones  of  the  thumb  and  fore  fin- 
ger ; till  bis  knife  striking  against  the  trape- 
zium he  knows  it  to  be  opposite  the  joint,  to- 
wards which  he  turns  the  point  of  his  bis- 
toury, and  cutting  through  the  capsular  liga- 
ment opens  the  joint.  He  now  glides  his 
knife  through  the  joint,  at  the  same  time  pres- 
sing the  head  of  the  bone  towards  the  hand, 
and  forms  a flap  from  the  side  of  the  bone 
by  cutting  towards  himself.  The  proper  ex- 
tent of  the  flap  may  be  known  by  approxima- 
ting;: the  thumb  to  the  index  finger  one  or 
more  times  as  required. 

It  has  been  recommended  to  perform  the 
operation  in  the  following  way.  Feel  for 
the  styloid  process  of  the  radius,  an  inch  be- 
fore which  you  find  the  joint : thrust  your 
knife  into  it,  and  cut  inwards  till  you  have 
cleared  it ; then  cut  along  the  middle  space 
between  the  thumb  and  index  finger,  thrust 

M 
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the  head  of  the  bone  inwards,  and  form  a flap 
from  the  side  of  the  bone  as  before. 

In  this  manner  the  joint  is  not  so  readily 
opened  as  in  the  former : the  point  of  the 
knife  is  also  in  danger  of  being  broken,  when 
thrust  into  the  joint  as  last  directed. 


AMPUTATION  OF  THE  METACARPAL  BONE 
OF  THE  LITTLE  FINGER. 

An  assistant  keeping  the  hand  prone,  fixes 
it  securely.  The  operator,  with  the  fingers 
of  his  left  hand,  draws  the  muscles  situated 
•t  on  the  side  of  the  bone  towards  the  palm, 
and  with  his  right  index  finger  feels  along 
the  bone  till  he  finds  its  carpal  head,  on 
which  he  places  his  left  thumb.  Now  raising 
his  fingers,  he  allows  the  muscles  to  return 
to  their  natural  situation,  and  applies  his 
left  index  finger  beneath,  upon  the  point  op- 
posed to  his  thumb,  and  squeezes  the  muscles 
outwards.  Holding  the  bistoury*  perpend icu- 
* Plate  III.  Fig.  1. 
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larly  as  a pen,  he  thrusts  it  from  above  down- 
wards, completely  through  the  integuments, 
and  muscles  opposite  the  joint,  and  close  to 
the  bone,  along  which  he  continues  his  inci- 
sion till  he  comes  to  its  other  extremity, 
where  he  cuts  out.  The  flap  thus  formed 
being  held  aside  by  the  assistant,  the  operator 
dissects  back  the  integuments  from  the  dor- 
sum of  the  bone,  leaving  the  tendon : having 
finished  which,  he  cuts  into  the  side  of  the 
joint  in  an  oblique  direction  towards  the 
thumb.  He  then  thrusts  the  knife  from  above 
downwards,  between  the  fourth  and  fifth  me- 
tacarpal bones,  taking  care  to  avoid  punctur- 
ing the  integuments  on  the  palmar  side,  and 
separates  the  two  bones  from  each  other  by 
cutting  out  towards  himself.  Now,  drawing 
the  bone  apart  from  its  fellow,  he  divides  the 
uncut  ligaments,  dorsal  and  lateral ; and 
finishes  the  operation  by  turning  the  edge  of 
his  knife  upwards,  and  cutting  through  the 

palmar  muscles  and  ligaments. 

m 2 
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After  both  these  last  operations  the  bleed- 
ing vessels  are  to  be  taken  up  with  a tenacu- 
lum and  secured,  and  the  divided  surfaces 
kept  in  contact  by  adhesive  plaster. 

AMPUTATION  AT  THE  WRIST  JOINT. 

The  tourniquet  being  applied  to  the  lower 
part  of  the  upper  arm,  the  forearm  is  held  by 
an  assistant  in  a state  between  pronation  and 
supination ; while  the  operator  with  his  left 
hand  takes  hold  of  the  hand  to  be  amputated, 
and  fixes  it  by  placing  his  thumb  on  its  pal- 
mar, and  fingers  on  its  dorsal  surface ; if  it 
be  the  right  hand,  and  vice  versa.  Then 
with  the  thumb  of  his  right  haml,  he  feels  for 
the  styloid  process  of  the  radius,  an  inch 
before  which,  at  the  root  of  the  thumb,  he 
commences  his  incision.  From  this  point, 
with  a catling  or  small  amputating  knife,  he 
makes  a circular  cut  through  the  integuments 
round  the  wrist.  The  assistant  drawing  the 
integuments  upwards,  the  operator  dissects 
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them  back  as  far  as  the  styloid  process ; when, 
directing  the  edge  of  his  knife  obliquely  to- 
wards the  radius,  he  opens  the  joint  by  cutting 
through  the  ligament  passing  from  the  styloid 
process  to  the  scaphoid  bone.  Bearing  the 
hand  slightly  downwards  he  continues  his  in- 
cision through  the  joint,  at  the  same  time 
cutting  the  tendons  on  both  sides  as  close  to 
the  radius  as  possible,  till  the  hand  is  removed; 
the  assistant  shielding  the  reflected  imegu- 
ments  from  the  edge  of  the  knife  by  holding 
them  back.  The  operation  when  performed 
in  this  way  leaves  an  excellent  stump. 

The  following  is  M.  Lisfranc’s  method. 

The  tourniquet  being  applied  and  the  fore- 
arm fixed  by  an  assistant  with  the  hand  prone, 
the  operator  places  his  two  index  fingers  above 
the  joint,  one  on  the  radius,  the  other  on  the 
ulna.  He  then  bends  and  extends  the  hand, 
whilst  doing  which,  he  draws  his  fingers  down 
the  bones  till  he  feels  the  styloid  process  of  the 
radius,  on  the  extremity  of  which  he  places 
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the  fore  finger  of  his  left  hand,  and  his  thumb 
on  the  corresponding  point  of  the  ulna,  if  it 
be  the  right  hand  to  be  removed,  and  the  re- 
verse if  it  be  the  left.  With  a catling  he 
makes  a semilunar  incision  through  the  inte- 
guments, with  its  convexity  towards  the  hand 
beginning  at  the  point  before  the  thumb,  and 
ending  at  the  opposite  one.  Then,  directing 
the  point  of  his  knife  obliquely  downwards, 
he  cuts  through  the  ligaments  on  the  ulnar 
side,  and  by  depressing  the  handle,  continues 
his  incision  through  the  tendons  and  ligaments 
on  the  dorsum,  to  the  styloid  process,  at  the 
same  time  bending  the  hand  so  as  to  expose 
the  articulatory  surface  of  the  bones  of  the. 
wrist.  Having  glided  his  knife  through  the 
joint,  and  divided  the  capsular  ligament,  and 
tendons  below,  he  forms  a flap  of  the  integu- 
ments, of  sufficient  length  to  cover  the  stump, 
from  the  palmar  surface,  by  cutting  towards 
himself,  taking  care  to  avoid  the  pisiform 
bone. 


AMPUTATION  AT  THE  AVR1ST  JOINT.  16? 


This  latter  operation  may  be  reversed  and 
performed  thus.  Having  found  the  extremi- 
ties of  the  radius  and  ulna  as  before,  place 
the  forearm  in  a state  between  pronation  and 
supination,  and  thrust  the  point  of  the  catling 
beneath  the  integuments  from  the  anterior 
and  inner  edge  of  the  ulna,  till  it  appears 
just  before  the  styloid  process  of  the  radius, 
and  form  a sufficient  flap  by  cutting  towards 
the  palm.  Then  cut  through  the  integuments 
and  tendons  on  the  dorsal  side,  and  finish 
the  operation  by  cutting  through  the  joint, 
from  before  the  styloid  process  of  the  radius 
downwards. 

Three  arteries  generally  require  to  be  se- 
cured after  this  operation : the  radial,  the 
ulnar,  and  the  interosseal.  The  cut  surfaces 
are  to  be  approximated  by  adhesive  plaster, 
and  the  arm  kept  in  a sling. 
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AMPUTATION  OF  THE  LOWER  THIRD  OF 
THE  FOREARM,  WITH  TWO  FLAPS. 

The  tourniquet  being  applied  as  before, 
and  the  upper  part  of  the  forearm  fixed  by 
an  assistant,  the  hand  being  in  a middle  state 
between  pronation  and  supination,  the  ope- 
rator stands  on  the  inner  side  of  the  arm. 
Holding  the  part  to  be  removed  between  the 
thumb  and  palm  of  his  left  hand,  he  thrusts 
the  catling  beneath  the  integuments  from  be- 
low upwards,  pushing  it  in  at  the  anterior 
and  inner  edge  of  the  ulna  close  to  the  bone, 
and  thrusting  it  on  till  it  appears  at  a corres- 
ponding point  on  the  outer  edge  of  the  radius, 
when  he  forms  a flap  half  an  inch  or  more  in 
length,  by  cutting  towards  the  wrist.  He 
then  passes  the  instrument  under  the  integu- 
ments, behind  the  bones,  from  the  point 
where  it  came  out  before  the  radius,  to  that 
on  the  inner  edge  of  the  ulna,  where  it  was 
first  introduced,  and  forms  a flap  posteriorly 
of  the  same  length  as  the  former.  These  be- 
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ing  held  back  by  the  assistant,  the  operator 
introduces  the  point  of  his  knife  between  the 
bones  from  the  anterior  side ; divides  the 
muscular  fibres  and  interosseous  ligament, 
and  draws  it  out  by  cutting  round  the  ulna. 
He  again  passes  it  between  the  bones  from 
the  posterior  surface,  and  withdraws  it  in  a 
similar  manner,  by  cutting  round  the  radius. 
By  this  figure-of-eight-like  incision,  he  cuts 
through  all  the  muscular  fibres,  interosseous 
ligament  and  periosteum,  on  and  between  both 
bones ; then,  putting  the  arm  in  a state  of 
pronation,  he  saws  through  the  radius  and 
ulna.  As  the  radius  at  this  part  is  rather 
larger  than  the  ulna,  it  should  be  sawed 
through  first,  the  latter  bone,  from  its  connec- 
tion with  the  humerus,  being  better  adapted 
to  bear  the  weight  of  the  saw. 

In  using  the  saw,  the  operator  marks  with 
his  left  thifmb  the  point  at  which  the  bone  is 
to  be  sawed  through ; this  not  only  serves  as 
a guide  to  the  instrument,  but,  with  the  fin- 
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gers  of  the  same  hand,  assists  in  keeping  the 
bone  steady.  Then  by  slight  motions  of  the 
saw,  he  forms  a small  channel  in  the  bone ; 
having  done  which,  he  gives  a greater  degree 
of  mobility  to  the  instrument,  drawing  it  from 
heel  to  point,  and  vice  versa,  till  the  bone  is 
sawed  through.  In  doing'  this  he  makes  no 
pressure  on  the  saw,  he  merely  puts  it  in 
motion  ; its  own  gravity  being  sufficient  to 
enable  it  to  make  its  way. 

Four  arteries  generally  require  ligatures, 
the  radial  and  ulnar,  on  the  inner  flap,  which 
should  be  tied  as  high  as  possible,  and  their 
loose  ends  cut  away,  and  the  two  interosseal 
between  the  bones.  Such  of  the  tendons  that 
hang  loose  should  be  cut  off’,  and  the  flaps 
closely  approximated  by  adhesive  plaster. 

In  performing  this  amputation  on  the  left 
arm,  the  operator  begins  by  thrusting  the 
knife  from  above  downwards  anteriorly,  that 
is,  from  the  radius  to  the  ulna ; and  the  reverse 
posteriorly. 
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AMPUTATION  AT  THE  MIDDLE  OF  THE 
FOREARM. 

The  tourniquet  being  applied  to  the  lower 
part  of  the  upper-arm,  the  forearm  is  fixed 
by  two  assistants  in  a middle  state  between 
pronation  and  supination;  one  supporting  the 
bones  at  the  elbow,  the  other  at  the  wrist. 

The  operator,  standing  on  the  inner  side  of 
the  extremity,  makes,  with  a catling,  a circular 
incision  through  the  integuments  round  the 
limb,  and  then  dissects  them  back  for  one 
incli  and  a half,  more  or  less,  according  to  the 
muscularity  of  the  subject,  the  assistant  who 
supports  the  elbow  at  the  same  time  drawing 
them  upwards.  Then  holding  them  back,  out 
of  the  way  of  the  knife,  the  operator  makes 
another  circular  incision  round  the  limb,  ap- 
plying the  catling  close  to  the  base  of  the  re- 
flected integuments,  and  cutting  through  the 
fascia  and  muscles  down  to  the  bones.  He 
then  passes  the  catling  between  the  bones,  and 
cuts  through  the  remaining  muscular  fibres, 
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interosseous  ligament  and  periosteum,  by  the 
figure-of-eight-like  incision  as  in  the  last  ope- 
ration. Having  ascertained  by  passing  his 
finger  round  the  bones  that  they  are  denuded 
at  the  part  to  be  sawed  through,  and  that  the 
soft  parts  are  all  cut,  he  places  the  hand 
prone,  and  saws  through  both  bones  at  the 
same  time,  the  assistant  carefully  retracting 
the  muscles  and  integuments  so  as  to  leave 
the  course  of  the  saw  clear.  The  same  ves- 
sels require  ligatures  as  in  the  last  operation. 

The  flap  operation  as  last  described  may  be 
performed  at  this  part ; and  this  at  the  lower 
third  of  the  forearm  : they  may  also  be  per- 
formed nearer  to  the  elbow  joint. 

AMPUTATION  AT  THE  ELBOW  JOINT. 

Though  the  stump  after  this  operation  is 
not  more  useful  than  when  the  amputation  is 
performed  at  the  lower  part  of  the  humerus, 
and  though  the  healing  process  is  longer  pro- 
tracted, and  attended  with  greater  risk  to  the 
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patient,  yet  it  has  been  performed  by  M*  Du- 
puytren  in  Paris.  M.  Lisfranc  relates  that 
in  one  case  of  which  he  was  a witness,  the 
wound  was  several  months  before  it  was  com- 
pletely healed. 

The  following  is  the  method  of  operating 
adopted  by  M.  Dupuytren. 

The  brachial  artery  being  compressed  by 
the  tourniquet,  and  the  extremity  fixed  by 
assistants  above  and  below  the  elbow  : the 
operator  thrusts  a catling  beneath  the  integu- 
ments and  muscles  of  the  forearm  just  below 
the  condyles  of  the  humerus,  at  the  bend  of 
the  elbow,  and  forms  a flap  three  inches  in 
length  by  cutting  towards  the  hand.  This 
flap  being  held  back,  he  cuts  through  the  in- 
teguments and  muscles  on  the  posterior  side 
of  the  arm,  by  an  incision  level  with  the  ex- 
tremity of  the  olecranon.  Then  feeling  with 
his  left  thumb  for  the  head  of  the  radius,  he 
separates  it  from  the  humerus  by  directing  his 
knife  obliquely  between  the  two  bones,  and 


174  AMPUTATION  OF  PT.  OF  THE  HUMERUS, 

removes  the  ulna  by  cutting  round  its  sigmoid 
cavity,  taking  away  as  much  of  the  capsular 
ligament  as  possible.  The  bleeding  vessels 
being  tied,  the  condyles  of  the  humerus  are 
covered  by  the  flap,  the  edges  of  the  wound 
approximated  by  adhesive  plaster,  and  a 
bandage  applied. 

AMPUTATION  AT  THE  MIDDLE,  OR  AT  THE 
LOWER  PART  OF  THE  HUMERUS. 

The  patient  being  seated  on  a low  chair, 
the  brachial  artery  is  to  be  compressed  by  the 
tourniquet  at  the  upper  part  of  the  arm,  the 
extremity  raised  from  the  side,  and  fixed  ho- 
rizontally by  two  assistants,  one  supporting  it 
at  the  upper  part,  the  other  at  the  elbow. 

The  operator  places  himself  on  the  outer 
side  of  the  limb,  kneels  on  his  right  knee, 
keeping  his  left  bent  in  advance.  Resting  in 
this  position,  he  holds  the  amputating  knife 
above  the  arm,  its  point  being  directed  towards 
the  tip  of  his  right  shoulder,  and,  while  the 
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assistant  keeps  the  skin  tense  by  drawing  it 
upwards,  he  cuts  through  the  integuments, 
gradually  raising  himself  as  he  continues  the 
incision,  till  he  has  formed  a circle  round  the 
limb.  He  then  dissects  back  the  skin  for  an 
inch  or  more  as  may  be  required,  and  whilst 
the  assistant  keeps  it  reflected,  he  stoops  as 
before,  and,  level  with  its  base,  makes  a cir- 
cular cut  through  all  the  muscles  nearly  down 
to  the  bone.  He  again  applies  the  knife  to 
the  deeper  seated  muscles,  and  directing  its 
edge  obliquely  up  the  limb,  he  makes  a third 
circular  incision  so  as  to  expose  the  bone  a 
little  higher  up,  to  which  part,  the  periosteum 
being  cut  through,  and  the  muscles  and  in- 
teguments held  carefully  back,  the  saw  is  ap- 
plied, and  the  bone  sawed  through.  The 
brachial  artery,  the  deep  humeral  and  others, 
if  requisite,  are  secured  by  ligatures  ; the 
edges  of  the  wound  approximated,  and  a roller 
applied. 
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AMPUTATION  AT  THE  SHOULDER  JOINT. 

The  subclavian  artery  being  pressed  by  an 
assistant  on  the  first  rib  from  above  the  cla- 
vicle, so  as  to  interrupt  the  circulation  in  the 
extremity  ; another  assistant  supports  the  arm 
in  an  horizontal  position. 

The  operator,  with  a bistoury  or  scalpel, 
makes  an  incision  through  the  integuments 
along  the  inner  border  of  the  deltoid  muscle, 
extending  from  its  upper  part  nearly  to  its 
insertion  ; then  a corresponding  one  on  its 
outer  border.  These  two  he  connects  by  a 
third  of  a semilunar  form,  with  its  convexity 
downwards,  passing  across  the  muscle,  just 
above  its  insertion,  from  the  lower  extremity 
- of  the  first  incision  to  that  of  the  second,  and 
cutting  through  the  integuments  and  muscle 
down  to  the  bone.  He  then  dissects  back  the 
muscle,  an  assistant  keeping  it  reflected,  he 
lowers  the  arm,  and  with  a catling  or  small 
amputating  knife,  opens  the  joint  at  its  upper 
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surface  by  cutting  through  the  capsular  liga- 
ment and  tendon  of  the  biceps.  Then,  cutting 
round  the  articulatory  surface  of  the  head  of 
the  bone,  he  removes  the  extremity  by  divid- 
ing the  remaining  ligament,  muscles,  and  in- 
teguments ; cutting  last  through  that  part 
where  the  axillary  artery  is  situated  as  he 
finishes  his  incision.  The  axillary  artery  is 
immediately  seized  and  tied,  and  such  of  the 
circumflex  and  others  secured  as  require  liga- 
tures ; the  glenoid  cavity  is  covered  by  the 
flap,  and  the  edges  of  the  wound  kept  in  con- 
tact by  adhesive  plaster. 

Baron  Larrey,  during  his  military  cam- 
paigns, remarked  that  after  the  operation  when 
thus  performed,  the  healing  process  was  long 
protracted  owing  to  the  small  number  of  ves- 
sels which  the  flap  received  for  its  nutriment ; 
and  that  sinuses  often  formed.  He  also  ob- 
served that  those  cases  healed  sooner  where 
no  flap  was  saved,  than  where  a single  one  wras 
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only  preserved  ; he  therefore,  with  a slight  va- 
riation, adopted  Desault’s  plan  of  making  two 
flaps,  and  states  that  out  of  an  hundred  and 
odd  cases  in  which  the  operation  was  perform- 
ed, more  than  ninety  recovered.  The  follow- 
ing is  the  method  in  which  the  Baron  at  pre- 
sent performs  the  operation. 

The  patient  being  seated  on  a low  chair, 
an  assistant  presses  the  subclavian  artery  on 
the  first  rib,  another  assistant  fixing  the  arm 
at  the  elbow,  and  raising  it  a little  from  the 
side.  The  operator  thrusts  a long  catling 
through  the  integuments  and  deltoid  muscle, 
immediately  below  the  acromion  process,  till 
it  strikes  on  the  head  of  the  humerus,  on  the 
posterior  side  of  which  he  makes  it  pass,  draw- 
ing the  arm  slightly  forwards,  and  pushing 
the  catling  onwards  till  it  appears  in  the  axilla 
opposite  to  the  point  at  which  it  was  intro- 
duced. He  then  forms  the  posterior  flap  by 
cutting  downwards  and  outwards,  separating 
half  of  the  deltoid  muscle  and  the  latissimus 
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dorsi  from  the  humerus.  He  again  introduces 
the  catling  at  the  same  place,  and  drawing  back 
the  arm,  pushes  it  onwards  till  it  appears  at 
the  former  point  in  the  axilla,  but  in  this  in- 
stance passing  it  on  the  anterior  side  of  the 
bone.  He  then  forms  the  anterior  flap,  cor- 
responding at  every  point  to  the  posterior, 
dividing  the  artery  as  the  knife  cuts  out.  The 
flaps  being  held  back,  he  divides  the  tendon 
of  the  biceps  at  the  superior  part  of  the  gle- 
noid cavity,  raises  the  arm,  and  finishes  the 
operation  by  cutting  through  the  remaining 
adhesions.  The  vessels  being  tied,  the  cut 
surfaces  are  kept  in  contact  by  adhesive 
plaster. 

During  the  opex^ation  the  artery  may  be 
compressed  between  the  fingers  and  thumb 
of  an  assistant,  when  the  knife  has  formed  the 
second  flap ; but  where  it  can  be  pressed  se- 
cui’ely  on  the  fii-st  rib,  less  blood  is  lost,  and 
the  fingers  of  the  assistant  are  out  of  the  way 
of  the  operator. 


180  AMPUTATION  AT  THE  SHOULDER  JOINT. 

M.  Lisfranc  recommends  the  following  me- 
thod, which,  if  dexterously  executed,  is  cer- 
tainly the  most  expeditious  ; it,  however,  re- 
quires considerable  practice  to  accomplish  it 
skilfully. 

Supposing  the  left  extremity  is  to  be  re- 
moved ; the  patient  is  placed  on  an  elevated 
seat,  one  assistant  pressing  the  artery  above 
the  clavicle  on  the  first  rib,  whilst  another 
draws  the  arm  forwards.  The  operator  stand- 
ing behind  the  patient,  with  a long  bladed 
catling,*  pierces  the  integuments  on  the  inner 
edge  of  the  lattissimus  dorsi  muscle,  opposite 
the  middle  of  the  axilla,  and  pushes  it  ob- 
liquely upwards  and  forwards,  till  its  point 
strikes  against  the  under  surface  of  the  acro- 
mion ; then  by  raising  the  handle  of  the  knife 
its  point  is  lowered,  and  protruded  just  be- 
fore the  clavicle,  at  the  part  where  it  joins  the 
acromion.  He  then,  by  cutting  downwards 


* Plate  IV.  Fig.  II. 
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and  outwards,  forms  a flap  from  the  superior 
and  posterior  part  of  the  arm,  including  the 
whole  breadth  of  the  deltoid  muscle,  and  a 
part  of  the  latissimus  dorsi.  This  being  held 
back  by  the  assistant,  the  joint  is  cut  through 
by  passing  the  knife  between  its  articulatory 
surfaces  from  behind  forwards,  and  a corres- 
ponding flap  is  formed  by  cutting  downwards 
and  outwards  between  the  muscles  and  bone 
on  the  inner  side  of  the  arm.  The  vessels 
being  tied,  and  the  flaps  placed  in  contact 
with  each  other,  the  operation  is  finished. 

In  operating  on  the  right  side,  the  patient 
should  be  seated  on  a low  chair,  and  the  cat- 
ling thrust  from  above  downwards,  introdu- 
cing it  just  before  the  point  where  the  clavicle 
is  connected  to  the  acromion,  and  raising  the 
hand  as  it  is  thrust  backwards  and  downwards, 
till  it  appears  on  the  inner  edge  of  the  latis- 
simus dorsi,  when  the  flap  is  to  be  formed, 
and  the  operation  continued  as  before. 

M.  llieherand  observes,  u by  this  method 
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a dexterous  operator  can  separate  the  arm 
from  the  trunk  as  quickly  as  an  expert  carver 
detaches  the  wing  of  a partridge.” 

AMPUTATION  OF  THE  TOES. 

Accidental  causes,  or  mortification  produced 
by  exposure  to  cold,  may  give  rise  to  the  ne- 
cessity of  removing  the  toes.  In  either  of 
these  cases,  to  remove  each  toe  separately, 
would  be  a more  tedious  and  painful  process 
than  is  requisite.  M.  Lisfranc  has  therefore 
proposed  the  following  method. 

Supposing  it  the  left  extremity  to  be  ope- 
rated on,  and  the  foot  steadily  fixed  by  an 
assistant,  the  operator  feels  for  the  head  of  the 
first  phalanx  of  the  great  toe,  which  joins  the 
metatarsal  bone,  and  on  it  places  his  left 
thumb ; on  the  same  extremity  of  the  little 
toe,  he  places  his  left  index  finger,  the  toes 
resting  in  the  palm  of  his  hand.  lie  then, 
with  a narrow  bladed  catling,  or  amputating 
knife,  makes  a semicircular  incision  from  the 
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point  marked  by  his  thumb,  to  that  before 
his  index  finger,  cutting  through  the  integu- 
ments and  tendons.  By  a second  cut  in  the 
same  direction,  he  opens  the  joints,  and,  bend- 
ing the  toes  downwards,  cuts  through  the 
ligaments  surrounding  the  articulation.  Keep- 
ing the  toes  still  bent,  he  passes  the  knife  ho- 
rizontally a little  way  beneath  the  under  sur- 
face of  the  bones,  so  as  to  get  clear  of  the  ar- 
ticulations. Then,  raising  the  toes  and  press- 
ing them  upwards,  he  lowers  the  handle  of  his 
knife,  and,  with  the  point,  completes  the  flap 
from  their  under  surface,  by  cutting  to  the 
commissure  of  each  separately,  beginning  at 
the  great  toe ; the  assistant  raising  them  in 
regular  order  as  the  knife  cuts  through  the 
integuments  below.  In  this  way  a flap  is 
formed  of  sufficient  size  to  cover  the  heads  of 
the  metatarsal  bones,  and  unite  with  the  di- 
vided integuments  above.  The  arteries  which 
require  ligatures  being  tied,  the  cut  edges  are 
to  be  kept  in  contact  by  adhesive  plaster. 
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In  performing  the  operation  on  the  right 
foot,  the  first  incision  is  made  from  the  little 
toe  inwards,  and  finished  in  the  same  manner, 
the  operator  cutting  from  left  to  right. 

In  cases  in  which  it  is  requisite  to  remove 
all  the  fingers,  the  operation  is  to  be  performed 
in  a similar  way ; keeping  in  mind  that  the 
first  incision,  instead  of  being  semicircular,  is 
to  be  oblique. 

AMPUTATION  OF  A PART  OF  THE  FOOT. 

In  cases  of  serious  injury  happening  to  the 
foot  which  may  require  that  a part  of  it  should 
be  removed,  especial  care  should  be  taken  to 
preserve  the  great  toe  if  possible  : can  this  be 
effected  the  foot  will  be  found  nearly  as  useful 
as  before  the  injury  was  received.  A most 
striking  proof  of  this  is  exemplified  in  the  fol- 
lowing case,  for  which  I am  indebted  to  Mr. 
Aston  Key,  Surgeon  to  Guy’s  Hospital. 

John  Kcates,  aged  about  sixteen,  was 
brought  into  Guy’s  Hospital,  May  the  four- 
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teenth,  1823,  with  a severe  injury  of  the  left 
foot,  occasioned  by  a heavy  weight  falling  on 
the  dorsum  pedis. 

The  integument  covering  the  smaller  toes, 
and  the  outer  side  of  the  tarsus,  was  crushed ; 
and  some  of  the  metatarsal  bones  were  also 
comminuted.  The  great  toe  and  its  integu- 
ment were  free  from  injury,  as  also  the  inner 
side  of  the  foot.  The  arched  form  of  the  foot 
had  prevented  the  integument  covering  the 
sole  from  being  injured.  Under  these  cir- 
cumstances it  became  a question  how  far  it 
was  advisable  to  attempt  to  save  the  line  of 
bones  supporting  the  great  toe,  and  thus  pre- 
vent the  loss  of  one  very  important  point  of 
support : finding  that  the  integument  of  the 
sole  could  be  so  adapted  as  to  cover  the  side 
of  the  tarsus,  I determined  upon  the  attempt, 
in  preference  to  Chopart's  operation  of  re- 
moving the  whole  anterior  part  of  the  foot. 

I first  formed  the  flap  by  dissecting  off  the 
integument  of  the  sole  that  appeared  to  be  un- 
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injured,  beginning  at  the  outer  part  of  the 
base  of  the  cuboid,  carrying  the  incision  to 
the  middle  of  the  metatarsal  bone  of  the  little 
toe,  and  thence  obliquely  across  the  sole  to 
the  head  of  the  metatarsal  bone  of  the  great 
toe.  I thus  formed  a triangular  flap  which 
was  reflected.  I then  carried  the  knife  be>- 
tween  the  metatarsal  bones  of  the  great  and 
second  toe,  and  between  the  internal  and 
middle  cuneiforne  bones ; then  turned  the 
edge  of  the  knife  outwards  to  sever  the  two 
latter  from  the  os  naviculare. 

Finding  that  there  would  not  be  sufficient 
integument  to  cover  the  cuboid  bone,  I had 
resolved  to  remove  it ; although,  in  doing  so, 
I was  aware  that  I should,  in  some  measure, 
destroy  the  power  of  the  peroneus  longus,  by 
being  obliged  to  cut  through  its  tendon  ; the 
knife  was  carried,  therefore,  obliquely  back- 
ward between  the  cuboid  and  os  calcis,  and 
the  former  detached.  Having  thus  cut  through 
the  dorsal  ligaments,  by  bending  the  meta- 
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tarsus  downwards,  I was  readily  enabled  to 
divide  the  strong  plantar  ligaments  and  the 
flexor  tendons  in  the  sole.  The  flap  adjusted 
very  well,  three  arteries  were  secured  without 
difficulty,  namely,  two  plantar  and  the  ante- 
rior tibial. 

The  after  treatment  consisted  in  preventing 
the  foot  being  drawn  inwards  by  the  tibialis 
anticus  and  posticus,  by  adapting  a long  foot 
splint  to  the  inner  side : this  did  not  throw 
any  impediment  in  the  way  of  dressing  the 
wound.  An  abscess  formed  along  the  tendons 
of  the  peroneus  longus,  and  also  along  the  ti- 
bialis posticus  tendon  ; they  were  opened  early 
and  soon  healed.  The  boy  left  the  hospital 
in  October  quite  well. 

C.  ASTON  KEY. 

For  a drawing  of  the  foot,  see  Plate  I. 


188  AMPUTATION  OF  THE  GREAT  TOE. 

AMPUTATION  OF  A PART  OF  THE  META- 
TARSAL  BONE  OF  THE  GREAT  TOE. 

This  operation  is  required  when  a portion 
of  the  bone  becomes  carious.  If  the  extent 
of  the  caries  can  be  ascertained,  M.  Lisfranc 
performs  the  operation  in  the  following 
manner. 

The  foot  resting  on  a table,  and  being 
fixed  by  an  assistant,  the  operator,  with  his 
thumb  on  the  dorsal  surface,  and  fingers  on 
the  plantar,  presses  the  integuments  and 
muscles  to  the  side  of  the  bone,  opposite  the 
part  where  it  is  to  be  sawed  through.  Re- 
taining them  in  that  situation  by  the  fingers 
and  thumb  of  his  left  hand,  he  thrusts  a 
straight  bladed  bistoury*  through  them,  from 
above  downwards,  close  to  the  bone,  and 
forms  a flap  by  cutting  along  its  side  till  he 
has  passed  the  joint  which  connects  it  to  the 
toe.  From  the  base  of  the  flap,  which  is  held 
back  by  the  assistant,  he  makes  another  inci- 
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sion  obliquely  across  the  bone,  and  continues 
it  between  the  first  two  bones  so  as  to  separate 
them  from  each  other;  he  then  divides  the 
remaining  integuments  and  muscles  on  the 
sole  by  a circular  cut,  applies  a retractor, 
and  saws  through  the  bone,  in  an  oblique 
direction,  from  the  base  of  the  flap  towards 
the  extremity  of  the  little  toe. 

The  digital  branches  of  the  inner  plantar 
artery  being  secured,  if  ligatures  are  required, 
the  flap  is  kept  in  contact  with  the  cut  surface 
by  adhesive  plaster. 

A similar  operation  may  be  performed  on 
the  metatarsal  bone  which  supports  the 
little  toe. 

The  late  Mr.  Hey,  speaking  of  caries  of  the 
metatarsal  bones,  says : l<  When  the  caries 
has  been  confined  to  the  metatarsal  bone  of 
the  great  toe,  it  has  been  usual,  I believe, 
after  making  a longitudinal  and  transverse 
incision,  to  saw  off  that  part  of  the  bone 
which  has  been  found  carious.  But  as  it  is 
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sometimes  difficult  to  ascertain  the  extent  of 
the  caries,  I think  it  is  a more  advantageous 
method  of  operating,  to  dissect  out  the  whole 
of  the  metatarsal  bone  at  its  junction  with 
the  cuneiforme  bone.  I have  done  this  after 
a simple  incision  through  the  soft  parts  ; but 
now  prefer  the  removal  of  a portion  of  the 
integuments,  in  a longitudinal  direction,  as 
they  are  usually  in  a thickened  state,  and 
leave  a large  cavity  which  rather  prevents  the 
speedy  healing  of  the  wound.11* 


PARTIAL  AMPUTATION  OF  THE  FOOT  AT  THE 
JUNCTION  OF  THE  TARSAL  WITH  THE  ME- 
TATARSAL BONES. 

The  late  Mr.  Hey,  in  the  work  last  quoted, 
relating  the  case  of  Mary  Stanfield,  whose 
metatarsal  bones  were  carious,  gives  the  fol- 
lowing as  the  method  he  adopted  in  perform- 
ing this  operation. 

“ I made  a mark  across  the  upper  part  of 


* Hey’s  Practical  Observations  in  Surgery. 
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the  foot,  to  point  out  as  exactly  as  I could 
the  place  where  the  metatarsal  bones  were 
joined  to  those  of  the  tarsus.  About  half  an 
inch  from  this  mark,  nearer  the  toes,  I made 
a transverse  incision  through  the  integuments 
and  muscles  covering  the  metatarsal  bones. 
From  each  extremity  of  this  wound,  I made  an 
incision  along  the  inner  and  outer  side  of  the 
foot  to  the  toes.  I removed  all  the  toes  at  their 
junction  with  the  metatarsal  bones,  and  then 
separated  the  integuments  and  muscles,  form- 
ing the  sole  of  the  foot,  from  the  inferior  part 
of  the  metatarsal  bones ; keeping  the  edge  of 
my  scalpel  as  near  to  the  edge  of  the  bones 
as  I could,  that  I might  both  expedite  the 
operation,  and  preserve  as  much  muscular 
flesh  in  the  flap  as  possible.  I then  separated 
with  the  scalpel  the  four  smaller  metatar- 
sal bones,  at  their  junction  with  the  tarsus; 
which  was  easily  effected,  as  the  joints  lie  in 
a straight  line  across  the  foot.  The  project- 
ing part  of  the  first  cuneiforme  bone,  which 
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supports  the  great  toe  I was  obliged  to  divide 
with  the  saw.  The  arteries  which  required 
a ligature  being  tied,  I applied  the  flap, 
which  had  formed  the  sole  of  the  foot,  to  the 
integuments  which  remained  on  the  upper 
part;  and  retained  them  in  contact  by 
sutures.  A very  speedy  union  of  the  parts 
took  place,  and  the  wound  was  healed,  ex- 
cept a very  small  superficial  sore  at  the 
expiration  of  a fortnight.” 

M.  Lisfranc  performs  this  operation  with- 
out leaving  any  of  the  integument  which  is 
situated  on  the  upper  part  of  the  metatarsal 
bones : he  adopts  the  following  process. 

The  tourniquet  being  applied  to  the  femo- 
ral artery,  just  before  the  part  where  that 
vessel  passes  through  the  tendon  of  the 
triceps  muscle,  the  heel  is  supported,  and 
the  foot  securely  fixed  by  an  assistant.  The 
operator  passes  the  index  finger  of  his  left 
hand  along  the  metatarsal  bone  of  the  little 
toe,  till  he  feels  its  tuberosity  joining  the  os 
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ouboides,  on  which  lie  places  his  left  thumb. 
In  like  manner  he  carries  the  fore-finger  of 
his  right  hand  along  the  metatarsal  bone 
which  supports  the  great  toe,  till  he  finds  its 
head,  where  he  places  his  left  index  finger, 
and  grasps  the  sole  of  the  foot  firmly  in  the 
' palm  of  his  hand.  He  now,  with  a narrow 
bladed  amputating  knife,  makes  a semilunar 
incision,  with  its  convex  edge  towards  the 
toes,  through  the  integuments  and  tendons, 
beginning  about  half  an  inch  before,  and  a 
little  below  the  point  marked  by  his  thumb 
on  the  outer  side  of  the  foot,  and  continuing 
across  its  dorsum  to  about  two  lines,  or  one 
sixth  of  an  inch,  before  his  index  finger. 
Keeping  the  foot  firmly  grasped  in  the  palm 
of  his  hand,  with  the  point  of  his  knife  he  cuts 
through  the  ligaments  connecting  the  fifth  me- 
tatarsal to  the  cuboid  bone,  in  an  oblique 
direction,  which,  if  continued,  would  pass 
through  the  head  of  the  first  metatarsal  bone. 
Having  cut  the  ligaments,  which  join  the  two 
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next  metatarsal  to  the  cuneiforme  bones,  less 
obliquely,  he  commences  on  the  inner  side  of 
the  foot  by  cutting  the  ligaments,  which  con- 
nect the  first  metatarsal  to  the  first  cuneiforme 
bone.  Then  turning  the  point  of  his  knife 
obliquely  downwards  and  from  him,  the 
handle  being  above  and  towards  him,  and 
using  considerable  force,  be  cuts  through  the 
ligament  connecting  the  second  metatarsal  to 
the  side  of  the  first  cuneiforme  bone  : in  doing 
this,  his  knife  passes  between  the  two  bones, 
its  handle  describing  the  arch  of  a circle  from 
him.  With  the  point  of  his  knife,  he  now- 
cuts  through  the  ligament  connecting  the  up- 
per part  of  the  second  metatarsal  to  the  se- 
cond cuneiforme  bone,  bending  all  the  meta- 
tarsal bones  downwards  to  lay  open  the  arti- 
culations, w-hen  he  divides  the  ligaments  on 
the  under  surface,  by  cutting  obliquely  across 
them.  Having  separated  the  metatarsal  from 
the  tarsal  bones,  he  glides  his  knife  between 
the  former  and  the  muscles  of  the  sole  of  the 
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foot,  and  forms  a flap,  of  sufficient  length,  by 
cutting  towards  the  toes.  The  arteries  being 
tied,  the  edges  of  the  flap  are  to  be  kept  in 
contact  with  the  integuments  on  the  upper 
part  of  the  foot,  by  sutures,  or  adhesive 
plaister. 

In  performing  the  operation  on  the  left  ex- 
tremity, the  operator  commences  on  the  inner 
side  of  the  foot,  making  his  first  incision  from 
the  great  toe  outwards. 

o 


AMPUTATION  AT  THE  ARTICULATION  OF  THE 
ASTRAGALUS  AND  OS  CALCIS,  WITH  THE 
SCAPHOID  AND  CUBOID  BONES. 

M.  Chopart  was  the  first  who  amputated  at 
this  part ; it  is  therefore  called  Chopart’s  ope- 
ration. 

The  articulation  is  readily  found,  by  tracing 
with  the  index  finger  from  the  inner  malleolus, 
forwards  and  downwards,  till  the  projecting 
part  of  the  scaphoid  bone  is  felt,  which  marks 

the  situation  of  the  joint  on  the  inner  side  of 
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the  foot.  On  the  outer  side,  it  is  found  an 
inch  from  the  tarsal  head  of  the  metatarsal 
bone,  which  supports  the  little  toe.  These  two 
opposed  points  being  marked,  one  by  the 
thumb  of  the  left  hand,  and  the  other  by  the 
index  finger,  while  the  sole  of  the  foot  is  grasp- 
ed firmly  in  the  palm,  and  the  leg  steadily 
fixed  by  an  assistant : the  operator,  with  a 
narrow  bladed  amputating  knife,  makes  a se- 
milunar incision  through  the  integuments  and 
tendons,  extending  from  the  point  before  his 
thumb,  across  the  dorsum  of  the  foot,  to  that 
before  his  index  finger.  Then,  bending  the 
foot,  he  opens  the  joint  by  dividing  the  liga- 
ment which  connects  the  astragalus  to  the 
scaphoid  bone.  He  cuts  through  the  strong 
ligaments  which  join  the  calcis  to  the  cuboid 
with  the  point  of  his  knife,  holding  it  perpen- 
dicular, cutting  transversely,  and  bending  the 
part  to  be  removed  farther  downwards.  Hav- 
ing cut  through  the  articulation,  he  forms  a 
flap  of  sufficient  length  to  cover  the  stump 
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from  the  sole  of  the  foot,  by  cutting  towards 
the  toes,  between  the  muscles  and  metatarsal 
bones.  The  bleeding  arteries  being  tied,  the 
edges  of  the  flap  are  to  be  kept  in  contact 
with  the  integuments  surrounding  the  dorsum 
of  the  foot  by  straps  of  adhesive  plaster  or 
sutures. 

AMPUTATION  A LITTLE  BELOW  THE  MIDDLE 
OF  THE  LEG,  WITH  A FLAP. 

The  femoral  artery  being  compressed  by 
the  tourniquet,  the  limb  is  raised  and  sup- 
ported by  two  assistants,  one  fixing  the  foot, 
the  other  the  leg,  at  its  upper  part.  The 
operator  standing  on  the  inner  side  of  the 
limb,  places  the  thumb  of  his  left  hand  on  the 
inner  border  of  the  tibia,  and  his  fingers  on 
the  fibula  ; and  with  a catling  makes  an  inci- 
sion through  the  integuments,  across  the  fore 
part  of  the  leg,  extending,  from  the  outer  edge 
of  the  fibula,  to  the  inner  of  the  tibia.  He 
then  pushes  the  catling  behind  and  close  to 
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the  bones,  from  the  inner  to  the  outer  extrem- 
ity of  this  incision,  and  forms  a flap  of  suffi- 
cient length,  by  cutting  down  the  leg.  This 
being  held  back  by  the  assistant,  the  operator 
places  the  edge  of  his  knife  on  the  posterior 
surface  of  the  fibula,  and  cuts  across  it  till  the 
point  of  his  instrument  reaches  the  interosseal 
space,  through  which  he  pushes  it  and  cuts 
through  the  muscles  and  ligament  situated  be- 
tween the  bones.  Without  raising  the  knife 
from  the  tibia,  he  draws  it  round  that  bone, 
cutting  through  the  muscular  fibres  and  pe- 
riosteum, till  he  comes  to  its  anterior  border; 
where  he  again  passes  it  between  the  bones, 
from  above  downwards,  cuts  through  such 
fibres  as  were  not  before  divided,  and  with- 
draws the  instrument  by  cutting  to  the  poste- 
rior and  outer  edge  of  the  fibula.  Having 
ascertained  that  the  hones  are  properly  de- 
nuded, by  passing  his  finger  round  them,  he 
applies  the  saw  ; saws  through  one  third  of 
the  substance  of  the  tibia,  and  then  cuts  both 
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bones  at  the  same  time.  The  anterior  and 
posterior  tibial,  and  the  peroneal  arteries  being 
secured,  the  large  crural  nerve  is  to  be  dis- 
sected out  and  divided  near  to  the  extremity 
of  the  stump,  so  as  to  prevent  its  suffering 
from  pressure ; the  cut  surface  of  the  bones 
is  to  be  covered  by  the  flap  and  the  edges  of 
the  wound  approximated  by  two  sutures  and 
adhesive  straps. 


AMPUTATION  BELOW  THE  KNEE,  OR  FOUR 
INCHES  FROM  THE  POINT  OF  THE  PATELLA. 

The  tourniquet  is  applied,  and  the  extremity 
fixed  by  two  assistants,  as  in  the  last  opera- 
tion. The  operator  rests  on  his  right  knee, 
on  the  inner  side  of  the  limb  ; and  with  a cat- 
ling or  an  amputating  knife,  makes  a circular 
incision  round  the  leg  through  the  integu- 
ments, six  inches  below  the  point  of  the  pa- 
tella, rising  from  the  ground  as  he  finishes  the 
incision.  The  assistant  now  draws  the  inte- 
guments upwards,  while  the  operator  reflects 
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them  back  for  two  inches  or  more,  according 
to  the  muscularity  of  the  subject,  by  cutting 
through  the  cellular  tissue  which  connects 
them  to  the  fascia  below  : then  kneeling  as 
before,  he  makes  another  circular  incision, 
level  with  the  base  of  the  reflected  skin, 
through  the  fascia  and  muscles  down  to  the 
bones.  He  pusses  the  catling  through  the  in- 
terosseal space,  draws  it  round  the  tibia,  and 
fibula,  as  in  the  last  operation  ; arid  removes 
tire  leg,  by  sawing  through  both  bones  at  the 
same  time.  The  three  arteries  are  to  be  tied: 
the  anterior  tibial  on  the  fore-part  of  the  in- 
terrosseous  ligament,  the  peroneal  artery  be- 
hind the  fibula,  and  the  posterior  tibial  near 
it,  more  inwards  and  behind  the  tibia : the 
lips  of  the  wound  are  to  be  kept  in  contact  by 
adhesive  plaster,  the  line  of  union  extending 
from  above  downwards. 
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AMPUTATION  IMMEDIATELY  BELOW  THE 
TUBEROSITY  OF  THE  TIBIA. 

When  an  injury  to  the  leg  has  precluded 
the  possibility  of  sawing  through  the  bones  at 
the  distance  of  four  inches  from  the  point  of 
the  patella,  some  surgeons  have  recommended 
amputation  to  be  performed  above  the  knee ; 
fearing  that  an  operation  nearer  the  joint  might 
cause  it  to  be  affected  with  inflammation,  as 
well  as  supposing  that  so  small  a portion  of 
the  tibia  would  rather  be  of  disservice,  the 
attachment  of  the  flexor  tendons  being  for  the 
most  part  cut  through.  Mr.  Guthrie,  in 
England,  and  Baron  Larrey,  in  France,  two 
gentlemen  who  have  probably  had  more  fre- 
quent opportunities  of  witnessing  injuries  of 
the  extremities  requiring  amputation,  than  any 
one  at  present  living,  both  assert  that  the  ope- 
ration may  very  safely  be  performed  nearer 
the  patella  than  the  part  at  which  the  bones 
are  generally  sawn  through.  In  speaking  of 
an  operation  of  this  kind  Mr.  Guthrie  observes, 
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“ further  experience  has  shown,  that  when  the 
limb  is  amputated  nearer  the  tuberosity”  (of 
the  tibia),  “ no  bad  consequence  ensues  to 
the  joint,  provided  it  was  not  originally  af- 
fected ; the  motion  of  the  thigh,  as  dependant 
on  the  action  of  the  flexor  muscles  of  the  leg, 
is  not  entirely  lost,  and,  what  is  of  more  im- 
portance, the  direct  progressive  motion  of  the 
thigh  is  preserved.  In  cases  then,  where  the 
injury  done  to  the  bone  does  not  extend  into 
the  knee-joint,  this  operation  may  be  perform- 
ed instead  of  amputation  of  the  thigh,  care 
being  taken  that  the  saw  is  applied  below  the 
tuberosity  of  the  tibia,  the  prominence  of 
which  is  readily  felt  on  the  fore  part  of  the 
bone.  The  skin  in  these  cases,  must  be  sound 
for  a sufficient  distance  below,  to  form  a cover- 
ing for  the  stump;  and  when  the  injury  is  so 
close  to  the  knee  as  to  render  it  uncertain 
whether  it  extend  into  it  or  not,  an  incision 
should  be  made  on  the  tibia,  to  ascertain  this 
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circumstance,  and  it  need  not  interfere  with 
the  operation,  if  found  to  be  practicable*” 

Mr.  Guthrie  gives  the  following  directions 
for  performing  this  operation,  which  he  says 
he  has  seen  executed  by  Baron  Larrey  with 
great  dexterity  : he  has  also  performed  it  him- 
self, and  has  seen  two  persons  who  had  each 
lost  a leg  in  this  way,  walking  with  a wooden 
one  with  great  ease,  and  without  the  aid  of  a 
stick. 

“ in  this  operation  the  tourniquet  is  to  be 
applied  where  the  artery  perforates  the  tendon 
of  the  triceps,  and  not  in  the  ham.  The  cir- 
cular incision  of  the  integuments  is  to  be 
made  in  the  usual  manner,  and  the  skin  turn- 
ed back  ; the  muscles  on  the  under  part  and 
outside  are  then  to  be  divided  and  cleared 
from  the  bones,  which  are  to  be  sawed  off ; 
the  retractor  having  been  used  to  prevent  in- 
jury to  the  muscles.  The  parts  around  the 
fibula  are  now  to  be  separated  from  it ; and 
the  small  amputating  knife,  on  account  of  its 
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strength  and  the  ease  with  which  it  is  ma- 
naged,  applied  close  to  the  upper  edge  of  the 
head  of  the  fibula,  which,  by  a little  inclined 
motion  of  the  hand,  may  be  easily  cut  from  its 
articulation  with  the  tibia.  The  large  artery 
or  arteries  will  be  found  in  the  ham  retracted 
behind  the  head  of  the  bone,  from  whence 
they  must  be  pulled  out  and  fairly  secured,  as 
well  as  any  muscular  branches  that  may  bleed. 
The  nerves  are  to  be  shortened  if  they  happen 
to  be  longer  than  the  stump.  The  removal 
of  the  fibula  allows  the  integuments  to  be 
readily  brought  down  diagonally  over  the 
stump,  and  muscle  can  be  found  to  cover  a 
part  of  it  on  the  under  and  outer  side  ; the 
upper  part  can  only  be  covered  by  the  inte- 
guments, but  I think  this  would  unite  as 
readily  as  it  does  lower  down,  under  nearly 
similar  circumstances.”* 

* A Treatise  on  Gun-shot  Wounds,  and  Wounds  of 
the  Extremities  requiring  Amputation,  by  G.  J.  Guthrie, 
Deputy  Inspector  of  Hospitals,  &c. 
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Baron  Larrey  says,  “ the  advantages  ot 
this  operation  are  very  great  when  compared 
with  that  of  the  thigh,  which  it  is  intended  to 
supersede  in  all  such  wounds  of  the  leg  in 
which  it  is  practicable.  The  danger  of  the 
operation  is  less  •,  it  is  not  more  difficult  in  its 
performance  than  any  other  ; and  the  stump 
heals  as  readily  as  in  the  thigh.  I have  never 
seen  caries  of  the  bone  occur  ; on  the  con- 
trary, the  cicatrix  has  readily  formed  over  it 
without  any  evident  exfoliation.  When  the 
fibula  is  left  short,  which  is  usually  the  case, 
it  is  to  be  extirpated  as  useless  and  trouble- 
some in  the  application  of  the  artificial  leg, 
and  the  skin  is  to  be  left  as  long  as  possible  to 
cover  the  stump. 

“ The  stump,  including  the  knee,  and  one 
or  two  finger’s  breadth  of  the  tibia,  forms  a 
solid  support  for  the  body  in  the  erect  posi- 
tion, and  enables  the  patient  to  walk  without 
difficulty,  and  without  the  aid  of  a stick.  The 
shortness  of  the  stump,  which  is  bent  back- 
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wards,  readily  permits  the  adaptation  of  an 
artificial  leg,  as  it  does  not  extend  beyond  the 
calf,  in  which  it  may  be  included  with  as  much 
advantage  to  the  patient  in  the  movement  of 
the  limb,  as  if  the  operation  had  been  per- 
formed above  the  ankle.”  * 


REMOVAL  OF  THE  KNEE  JOINT. 

Mr.  Park,  of  Liverpool,  performed  this  ope- 
ration twice.  One  of'  his  patients  after  lin- 
gering  four  months,  died ; the  other,  who 
was  a robust  sailor,  after  many  months  con- 
finement, recovered.  Should  the  operation 
be  successful,  the  limb  would  be  but  little 
better  than  a wooden  leg ; while  the  situation 
in  which  the  patient  would  remain  during  the 
tedious  and  protracted  cure,  would  be  infi- 
nitely more  hazardous  than  that  after  the 
operation  of  amputation  above  the  knee. 

It  may  be  practised  in  the  following  man- 

* Memoires  de  Chiriirgie  Militaire  et  Campagnes  de 
D.  J.  Larrey,  Tome  III. 
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ner,  on  the  dead  subject,  for  on  the  living 
I should  scarcely  believe  it  would  ever 
again  be  attempted. 

An  assistant  raising  the  thigh  fixes  it  se- 
curely, while  the  operator  half  bends  the  leg; 
and,  with  a small  amputating  knife,  makes  a 
semilunar  incision  through  the  integuments, 
extending  from  the  side  of  the  outer  condyle 
of  the  femur,  below  the  apex  of  the  patella,  to 
an  opposite  point  on  the  inner  condyle,  if  it 
be  the  right  leg,  and  the  reverse,  if  it  be  the 
left.  He  then  makes  a corresponding  cut,  be- 
ginning and  terminating  at  the  same  points  as 
the  former,  but  passing  above  the  patella. 
Now,  cutting  across  the  joint  below  the  patella 
in  the  course  of  the  first  incision,  he  exposes 
the  articular  surfaces  of  the  bones,  and  divides 
the  crucial  ligaments  with  the  point  of  his 
knife,  taking  care  not  to  touch  the  popliteal 
artery.  These  being  divided,  the  assistant 
raises  the  thigh  nearer  the  body;  while  the 
operator  presses  the  leg  backwards  against  it, 
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and  cuts  round  the  posterior  part  of  the  femur 
just  above  the  condyles,  so  as  to  denude  the 
bone  at  that  part ; still  having  a watchful  eye 
to  the  popliteal  artery.  The  muscular  and 
tendinous  structure,  on  the  anterior  and  lateral 
parts  of  the  bone,  is  now  to  be  cut  in  the  di- 
rection of  the  incision,  passing  above  the  pa- 
tella ; and  the  bone,  being  denuded,  is  to  be 
sawed  through  immediately  above  its  condyles. 
The  lower  part  of  the  femur  and  the  patella 
being  taken  away,  the  upper  part  of  the  tibia 
is  to  be  carefully  laid  bare,  just  below  its 
articulatory  surface,  by  cutting  round  the 
bone:  its  cartilaginous  surface  is  then  to  be 
sawed  off,  beginning  at  the  posterior  part  of 
the  joint  and  sawing  forwards,  the  leg  being 
still  bent  on  the  thigh,  and  both  securely  fixed 
by  assistants.  The  upper  extremity  of  the 
tibia  may  then  be  brought  in  contact  with  the 
lower  end  of  the  femur,  and  the  edges  of  the 
wound  approximated. 
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AMPUTATION  OF  THE  LOWER  THIRD  OF  THE 
THIGH- 

The  patient  should  be  seated  on  a table  of 
convenient  height,  his  back  supported  by 
pillows,  the  tourniquet  applied  as  high  up 
the  limb  as  possible,  or  the  artery  pressed 
- against  the  pubes,  where  it  passes  over  that 
bone  ; and  the  extremity  fixed  by  two  assist- 
ants, one  supporting  the  thigh,  the  other  the 
leg.  The  operator,  placing  himself  on  the 
outer  side  of  the  limb,  and  kneeling  on  his 
right  knee,  with  a full-sized  amputating  knife, 
makes  a circular  incision  through  the  integu- 
ments round  the  thigh,  about  two  inches  above 
the  patella  in  the  same  manner  as  directed 
in  the  amputation  at  the  lower  part  of  the 
humerus. 

He  then  loosens  the  skin  for  about  three 
inches,  by  cutting  through  the  cellular  texture 
which  connects  it  to  the  fascia  and  muscles 
beneath ; and  while  the  assistant  draws  it  up- 
wards, he  makes  another  circular  incision 

p 
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higher  up  the  limb,  through  the  more  super- 
ficial muscles ; the  deeper  seated  he  cuts 
through  by  a third  incision,  still  higher,  which 
lays  bare  the  bone  at  the  part  where  it  is  to  be 
sawed  through.  A linen  retractor  is  now  ap- 
plied, and  held  by  the  assistant,  to  shield  the 
divided  muscles  from  the  teeth  of  the  saw, 
while  the  operator  saws  through  the  bone. 
The  femoral  artery,  and  others  that  bleed, 
being  secured,  the  lips  of  the  wound  are  to  be 
kept  in  contact  by  straps  of  adhesive  plaster, 
and  a roller  applied. 

Monsieur  Dupuytren  in  performing  this 
operation  proceeds  as  follows. 

An  assistant  drawing  up  the  integuments 
with  considerable  force,  Mons.  Dupuytren 
takes  the  knife,  and  at  one  circular  incision 
cuts  through  the  integuments  and  muscles, 
both  superficial  and  deep,  till  he  reaches  the 
bone ; then,  allowing  the  divided  muscles  to 
contract,  in  which  they  are  aided  by  the  assist- 
ant, he  again  carries  his  knife  round  the  bone 
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to  divide  such  fibres  as  may  be  attached  to  if, 
at  the  part  where  it  is  to  be  sawed  through. 

In  the  Hotel  Dieu,  where  it  is  not  attempted, 
in  the  first  instance,  to  heal  the  wound  remain- 
ing after  amputation  by  adhesion,  this  method 
of  operating  is  probably  the  best  which  could 
be  performed ; but  should  a surgeon,  after 
performing  it  wish  to  heal  the  wound  by  the 
adhesive  process,  he  would  find  it  exceedingly 
difficult,  if  not  impossible,  to  keep  the  cut 
edges  of  the  integuments  in  contact,  when 
so  much  muscle  is  left  as  there  necessarily 
must  be  after  an  amputation  performed  in  this 
manner. 


AMPUTATION  AT  THE  MIDDLE  OF  THE 
THIGH,  WITH  TWO  FLAPS. 

The  method  of  forming  two  flaps  in  ampu- 
tation, by  cutting  through  the  soft  parts  from 
within  outwards,  has  been  practised  on  the 
Continent  for  nearly  a century.  The  follow- 
ing is  the  method  recommended  by  M.  Lisfranc. 
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The  extremity  should  be  fixed  by  two 
assistants  as  in  the  last  operation,  while  a 
third  presses  on  the  artery  in  the  groin  so  as 
to  interrupt  the  circulation.  The  operator, 
standing  on  the  outer  side  of  the  limb,  makes 
the  inner  flap  first  by  thrusting  a catling  * 
from  the  middle  of  the  anterior,  to  the  poste- 
rior surface  of  the  thigh,  passing  it  on  the 
inner  side  of  the  femur  close  to  the  bone;  and 
forms  the  flap,  from  two  to  three  inches  in 
length,  by  cutting  out  obliquely. 

The  femoral  artery,  divided  by  this  inci- 
sion, is  instantly  to  be  secured-  The  ope- 
rator then  forms  the  outer  flap,  of  the  same 
length  and  shape  as  the  other,  by  passing 
the  knife  in  and  out  at  the  same  points  as 
before,  but  carrying  it  on  the  outer  side  of 
the  bone. 

The  undivided  muscular  fibres  attached  to 
the  bone  are  divided  by  a circular  incision, 
close  to  the  base  of  the  flaps,  the  edge  of 


* Plate  IV.  Fig.  3. 
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the  knife  being  directed  obliquely  towards 
the  trunk,  while  the  flaps  are  held  back  by 
the  assistant.  The  bone  is  then  to  be  sawed 
through,  observing  that  the  muscles  are 
protected  from  the  teeth  of  the  instrument 
either  by  a retractor,  or  the  fingers  of  an 
- assistant.  Any  other  vessels  which  require 
ligatures  being  taken  up  with  a tenaculum, 
and  secured,  the  flaps  are  to  be  placed  in 
contact  with  each  other ; and  so  retained  by 
straps  of  adhesive  plaster  and  a roller. 

Mr.  Aston  Key  informs  me,  that  he  has  oc- 
casionally performed  this  operation,  and  that 
a very  good  stump  has  been  the  result.  Mr. 
Liston,  of  Edinburgh,  too,  in  some  observa- 
tions on  amputation,  published  in  the  Edin- 
burgh Medical  and  Surgical  Journal,  since 
the  appearance  of  the  former  edition  of  this 
work,  strongly  recommends  this  method  of 
operating,  which  he  has  frequently  performed 
with  the  best  possible  success. 

1 have  heard  it  stated  by  a German  surgeon, 
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who  had  seen  the  practice,  that  Dr.  Koch, 
Professor  of  Clinical  Surgery  at  the  hospital 
of  Munich,  in  Bavaria,  after  performing  this 
operation,  approximates  the  flaps  without 
securing  any  vessel ; as  lie  finds  keeping  the 
cut  surfaces  in  perfect  coaptation  sufficient  to 
prevent  after  bleeding. 

AMPUTATION  AT  THE  HIP-JOINT. 

The  propriety  of  performing  this  formidable 
operation  was  first  suggested  in  France,  by 
the  members  of  the  French  Academy  of  Sur- 
gery, who  made  it  the  subject  of  their  prize 
essay  in  1756.  Of  the  papers  written  on  the 
subject  and  presented  to  the  Academy,  none 
were  considered  satisfactory;  the  prize  was 
therefore  not  awarded,  and  the  subject  stood 
over  till  the  year  1759,  when  thirty-four 
papers  were  given  in.  Out  of  this  number, 
that  of  Mons.  Barbet  was  selected  as  the  most 
meritorious,  and  to  him  the  prize  was  ad- 
judged. He  urged  many  forcible  reasons  in 
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favour  of  the  operation,  and  also  gave  a few 
rules  to  be  attended  to  in  particular  cases 
which  should  require  it.  His  paper  is  pub- 
lished in  the  fourth  volume  of  the  Prix  de 
FAcademie  Royale  de  Chirurgie ; and,  to 
those  who  are  gratified  by  professional  history, 
its  perusal  will  afford  considerable  interest. 
Of  the  remaining  thirty-three  papers,  nine- 
teen were  favourable  to  the  performance  of 
the  operation,  and  fourteen  rejected  it  as  being 
altogether  unjustifiable.  Thus,  the  operation 
may  be  said  to  have  been  first  counselled  in 
France;  in  England,  however,  it  is  stated  first 
to  have  been  performed,  and  that  by  Mr.  H. 
Thompson,  of  the  London  Hospital.  The 
late  Doctor  Kerr,  in  1779,  performed  the  ope- 
ration in  the  Northampton  Infirmary;  the 
patient,  a girl  between  eleven  and  twelve  years 
of  age,  died  on  the  eighteenth  day  ; from  the 
history  of  the  case*  one  is  only  surprised  that 
&» 

* See  Edinburgli  Medical  and  Philosophical  Commen- 
taries, Vol.  VI.  1779. 
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she  lived  so  long,  as  she  appears  to  have  been 
far  gone  in  consumption  at  the  time  of  the 
operation . 

Baron  Larrey,  in  the  history  of  his  military 
campaigns,  mentions  eight  cases  in  which  he 
performed  this  operation;  out  of  the  number 
two  recovered  ; a third  lived  for  a month,  at 
which  time  the  wound  was  nearly  healed, 
when,  owing  to  the  scarcity  and  badness  of 
provisions,  which  consisted  of  unripe  fruits, 
bad  potatoes,  and  sour  beer,  he,  with  many 
other  wounded,  died  of  dysentery. 

Mr  Brownrigg,  Surgeon  to  the  Forces, 
performed  the  operation,  at  the  General  Hos- 
pital, Plymouth,  on  a private  of  the  thirteenth 
light  dragoons  ; no  particular  account  of  which 
has  ever  been  published.  It  was  required  in 
consequence  of  a gun-shot  wound  received  in 
a skirmish,  at  Merida  in  Spain,  in  the  month 
of  December  1 81 1 . The  man  suffered  much 
constitutionally,  and  the  operation  was  per- 
formed in  December  1812 ; not  quite  twelve 


AMPUTATION  OF  THE  HIP-JOINT.  21? 


months  from  the  receipt  of  the  injury.  In 
executing  the  operation  Mr.  B.  made  two 
flaps,  one  of  which  he  formed  from  the  ante- 
rior, and  the  other  from  the  posterior  part  of 
the  thigh.  The  man  completely  recovered 
and  went  to  live  at  Spalding  in  Lincolnshire.* 

After  the  battle  of  Waterloo  Mr.  Guthrie 
performed  the  operation  on  a French  soldier, 
Francois  de  Gay,  who  had  been  left  for  seve- 
ral days  on  the  field  of  battle,  without  surgical 
aid  or  sustenance.  The  poor  fellow  got  quite 
well,  returned  to  Paris,  and  was  made  an  in- 
mate of  the  Hotel  des  Invalides. 

“ This  operation,”  says  Mr.  Guthrie,  “ is, 
I confess,  not  like  that  at  the  shoulder-joint, 
to  be  done  by  every  one  of  moderate  ability. 
No  surgeon  ought  to  attempt  it,  unless  he  is 
conscious  of  possessing  great  coolness,  a pre- 

* For  this  statement  I am  indebted  to  Mr.  Brownrigg 
himself,  whom  I met  accidentally  in  Mr.  Weiss’  shop  in 
the  Strand.  Mr.  B.  has  also  performed  the  operation  in 
two  other  cases : these  terminated  fatally. 
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sencc  of  mind  equal  to  any  emergency,  and  a 
correct  knowledge  of  the  parts  to  be  divided.” 

The  following  is  the  manner  in  which  Mr. 
Guthrie  recommends  the  operation  to  be  per- 
formed : 

“ The  patient  should  be  laid  on  a low  table, 
or  two  field  panniers  placed  together,  covered 
with  a folded  blanket  to  prevent  the  edges 
giving  pain,  and  properly  supported  in  a ho- 
rizontal position.  An  assistant,  standing  on 
the  opposite  side,  and  leaning  over,  should 
compress  the  artery  against  the  brim  of  the 
pelvis,  with  a firm,  hard  compress  of  linen ; 
such  as  is  generally  used  before  the  tourni- 
quet ; he  should  also  be  able  to  do  it  with  his 
thumb,  behind  the  compress,  if  it  be  found  in- 
sufficient. The  surgeon  standing  on  the  in- 
side, with  a strong,  pointed  amputating  knife 
of  a middle  size,  makes  his  first  incision 
through  the  skin,  cellular  membrane,  and 
fascia,  so  as  to  mark  out  the  flaps  on  each 
side,  commencing  about  four  fingers’  breadth, 
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and  in  a direct  line  below  the  anterior  superior 
spinous  process  of  the  ilium  in  a well-sized 
man  ; and  continuing  it  round  in  a slanting 
direction  at  an  almost  equal  distance  from  the 
tuberosity  of  the  ischium,  nearly  opposite  to 
the  place  where  the  incision  commenced. 
Bringing  the  knife  to  the  outside  of  the  thigh, 
he  connects  the  point  of  the  incision  where  he 
left  off  with  the  place  of  commencement,  by  a 
gently  curved  line,  by  which  means  the  outer 
incision  is  not  in  extent  more  than  one  third  of 
the  size  of  the  internal  one.  The  integuments 
having  retracted,  the  glutaeus  maximus  is  to 
be  cut  from  its  insertion  in  the  linea  aspera, 
and  the  tendons  of  the  glutseus  medius  and 
minimus  from  the  top  of  the  trochanter  major. 
The  surgeon  now  placing  the  edge  of  the 
knife  on  the  line  of  the  retracted  muscles  of 
the  first  incision,  cuts  steadily  through  the 
whole  of  the  others,  blood  vessels,  &c.  on  the 
inside  of  the  thigh.  The  artery  and  vein,  or 
two  arteries  and  a vein,  if  the  profunda  is 
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given  oft'  high  up,  are  to  be  taken  between  the 
fingers  and  thumb  of  the  left  hand,  until  the 
surgeon  can  draw  each  vessel  out  with  the 
tenaculum,  and  place  a ligature  upon  it. 
Whilst  this  is  doing,  the  assistanfs  should 
press  with  their  fingers  on  any  small  vessels 
that  bleed.  The  surgeon  then  cuts  through 
the  small  muscles  running  to  be  inserted  be- 
tween the  trochanters,  and  those  on  the  under 
part  of  the  thigh,  not  yet  divided  ; and  with 
a large  scalpel  opens  into  the  capsular  liga- 
ment, the  bone  being  strongly  moved  out- 
wards, by  which  its  round  head  puts  the  liga- 
ment on  the  stretch.  Having  extensively  di- 
vided it  on  the  fore-part  and  inside,  the  liga- 
mentum  teres  may  now  be  readilycut  through. 
The  head  of  the  bone  is  then  easily  dislocated, 
and  two  or  three  strokes  of  the  knife  separate 
any  attachment  the  thigh  may  still  have  to  the 
pelvis.  The  vessels  are  now  carefully  to  be 
secured.  The  capsular  ligament,  and  as  much 
of  the  ligamentous  edge  of  the  acetabulum 
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ought  to  be  removed  as  can  be  readily  taken 
away.  The  nerves,  if  long,  are  to  be  cut 
short,  the  wound  well  sponged  with  cold  wa- 
ter, and  the  integuments  brought  together  in 
a line  from  the  spinous  process  of  the  ilium  to 
the  tuberosity  of  the  ischium.  Three  sutures 
will  in  general  be  required,  in  addition  to  the 
straps  of  adhesive  plaster,  to  keep  the  parts 
together  ; the  ligatures  are  to  be  brought  out 
in  a direct  line  between  the  sutures,  a little 
lint  and  some  compresses  are  to  be  placed  over 
the  wound,  and  on  the  under  flap,  to  keep  it 
in  contact  with  the  cotyloid  cavity,  and  assist 
the  union  of  the  parts.  A piece  of  fine  linen 
is  to  be  laid  over  them,  and  the  whole  retain- 
ed by  a calico  bandage  put  round  the  waist, 
and  brought  over  the  wound.”* 

According  to  this  plan  Mr.  Carmichael,  in 
1819,  performed  the  operation  in  the  Rich- 
mond Hospital,  Dublin,  in  a case  of  Osteo 

* Guthrie  on  Gun-shot  Wounds,  & c.  &c. 
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Sarcoma,  where  the  disease  extended  from  the 
knee  to  near  the  top  of  the  thigh  ; the  patient 
died  about  five  days  after  the  operation.* 

On  the  dead  subject  I have  several  times 
seen  Mons.  Lisfranc  amputate  at  the  hip- 
joint  with  amazing  dexterity,  executing  the 
operation,  that  is.  the  removal  of  the  limb,  in 
less  then  ten  seconds.  He  adopts  the  follow- 
ing process. 

The  nates  of  the  patient  resting  on  the  edge 
of  the  table,  and  the  extremity  being  support- 
ed by  an  assistant ; the  operator  draws  a line* 
an  inch  in  length,  from  the  anterior  and  su- 
perior spinous  process  of  the  ilium,  straight 
down  the  thigh.  From  this  point  he  marks 
another  inwards  towards  the  pubes,  of  half  an 
inch,  so  as  to  form  a right  angle.  On  the  in- 
ner extremity  of  the  last,  he  places  the  point 
of  a long  bladed  catling, -f-  and  pushes  it  per- 

* Transactions  of  the  King’s  and  Queen’s  College  of 
Physicians  in  Ireland,  Vol.  III. 


t Plate  IV.  Fig.  1. 
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pendicularly  downwards,  till  it  strikes  against 
the  head  of  the  femur ; then,  passing  it  on 
the  outer  side  of  the  bone,  he  thrusts  it  on- 
wards, till  it  protrudes  at  about  an  inch  from 
the  margin  of  the  anus.  He  now  cuts  out- 
wards, for  near  an  inch,  in  order  to  get  clear 
of  the  great  trochanter,  and  forms  the  external 
flap,  four  or  five  inches  in  length,  by  cutting 
down  the  limb  between  the  muscles  and  bone. 
The  femoral  artery,  which  may  now  be  seen, 
is  to  be  compressed  between  the  fingers  and 
thumb  of  an  assistant  ; while  the  operator 
thrusts  the  knife  in  and  out,  at  the  same  points 
as  before  : but  carrying  it  on  the  inner  side  of 
the  head  of  the  bone,  he  forms  a smaller  flap 
on  that  side  of  the  extremity.  He  then,  with 
the  point  of  his  knife,  cuts  through  the  cap- 
sular ligament  surrounding  the  head  of  the 
femur,  dislocates  the  bone,  und  removes  the 
limb  by  dividing  the  round  ligament,  and  the 
remaining  adhesions.  The  blood  vessels  be- 
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ing  secured,  and  the  flaps  approximated,  the 
operation  is  concluded. 

This  is  certainly  the  most  expeditious  me- 
thod of  removing  the  lower  extremity,  and 
dexterity  and  quickness  in  performing  despe- 
rate operations  cannot  be  too  highly  praised  ; 
however,  I must  acknowledge,  much  as  I ad- 
mire this  method  on  the  dead  body,  that  were 
T on  the  living  subject  to  amputate  at  the 
hip-joint  I would  not  adopt  this  process,  with- 
out tying  the  femoral  artery,  and  the  profunda, 
previous  to  forming  the  inner  flap ; lest  the 
patient  should  die  on  the  table  from  profuse 
and  instantaneous  haemorrhage : and  when 
the  number  and  caliber  of  the  arteries  divided 
by  a single  stroke  of  the  knife  be  considered, 
the  fear  of  this  happening  will  not  be  deemed 
altogether  groundless.  For  although  the  fe- 
moral artery  be  secured  by  pressure  where  it 
passes  over  the  pubes,  yet  the  profunda,  in 
some  cases  nearly  as  large  as  the  femoral,  may 
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be  left  insecure ; as  it  not  unfrequently  is 
given  off*  from  the  main  artery  immediately 
beneath  Poupart’s  ligament,  and  occasionally 
it  arises  above  it.  When  we  consider  that  this 
vessel,  with  the  branches  from  the  Obturator, 
Gluteal,  and  Ischiatic,  the  three  last  coming 
from  the  Internal  Iliac  artery,  would  be  di- 
vided at  a single  cut,  we  could  not  be  sur- 
prised at  a debilitated  patient  sinking  from 
the  loss  of  blood ; and  as  both  the  femoral  and 
the  profunda  are  accessible  after  the  outer  flap 
is  formed,  the  pain  of  the  operation  would  not 
be  increased. 

Mr.  Syme,  of  Edinburgh,  however,  who 
appears  to  have  been  a most  attentive  pupil  of 
Mons.  Lisfrancs,  performed  the  operation,  in 
September,  1823,  in  this  way;  and  without 
applying  any  ligature  till  the  limb  was  re- 
moved. The  operation  may  be  said  to  have 
been  a successful  one,  as  the  wound  was  nearly 
healed  when  the  patient  died  of  visceral  disease, 
two  months  afterwards.  In  giving  the  history 
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of  this  case,  Mr.  Syme  says,  “ As  soon  as  the 
femoral,  which  had  been  completely  com- 
manded by  pressure  in  the  groin,  was  secured, 
Mr.  Liston  relaxed  his  hands,  in  order  that 
we  might  form  some  estimate  as  to  the  size 
and  number  of  bleeding  vessels;  and  then,  had 
it  not  been  for  thorough  seasoning  in  scenes 
of  dreadful  hemorrhage,  I certainly  should 
have  been  startled,  prepared  as  I was  to  expect 
unusual  vascularity,  owing  to  the  extensive 
action  so  long  carried  on  in  the  limb.  It 
seemed  indeed,  at  first  sight,  as  if  the  vessels 
which  supplied  so  many  large  and  crossing 
jets  of  arterial  blood  could  never  all  be  closed.’'* 
In  this  case,  had  the  profunda  been  given  off 
above  or  beneath  Poupart’s  ligament,  Mr. 
Syme’s  patient  would,  in  all  probability,  have 
died  under  the  operation. 

In  January,  1824,  Sir  Astley  Cooper  am- 
putated at  the  hip-joint,  in  Guy's  Hospital; 

* Edinburgh  Medical  and  Surgical  Journal  for  January 
1824. 
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he  performed  the  operation  nearly  in  the  same 
manner  as  Mr.  Guthrie,  tying  the  vessels  as 
soon  as  they  were  cut  through.  For  some 
time  the  patient’s  health  was  very  bad,  and 
he  was  once  or  twice  tapped  for  abdominal 
dropsy ; he  at  length  recovered,  and  about 
three  months  since,  I saw  him  at  Guy’s  Hos- 
pital, a robust  and  healthy  subject. 

Professor  Delpech,  of  Montpellier,  per- 
formed the  operation  in  June,  1824,  at  the 
Hospital  St.  Eloi,  the  patient  recovered  and 
was  discharged  in  the  autumn,  with  “an  arti- 
ficial member.”* 

* Medico-Chirurgical  Review,  January,  1S25. 

The  operation  has  likewise  been  performed  by  the 
following  gentlemen ; Messrs,  liaffos,  Emery,  Cole, 
Blicke,  Brodie,  Vance,  Von  Walther,  &c. 
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A narrow  straight  bladed  bistoury  with  a 

0 

groove  near  its  back*  will  be  found  the  best 
instrument  for  opening  the  duct,  and  afford- 
ing a ready  passage  for  the  probe  or  style. 
The  situation  of  the  lachrymal  sac  may  be 
discovered,  and  the  operation  practised  in 
the  following  manner. 

The  patient  being  seated,  and  his  head 
fixed  upright  by  an  assistant;  the  operator 
places  the  fore- finger  of  his  left  hand  on  the 
outer  angle  of  the  orbit,  and  stretches  the 
integuments  by  drawing  them  outwards. 
Then,  with  the  same  finger  of  his  right  hand, 
he  traces  along  the  inferior  border  of  the 
orbit,  till  he  arrives  near  the  inner  angle, 
where  he  finds  the  sac  situated  behind  the 
tendon  of  the  orbicularis  muscle,  just  within 
the  orbitar  margin.  Marking  this  spot,  and 
holding  his  bistoury  nearly  perpendicular, 

* Plate  III.  Fig.  IV. — It  is  the  instrument  used  by 
Mons.  Dupuytren. 
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with  its  edge  directed  externally,  its  point 
downwards,  backwards,  and  a little  inwards 
towards  the  uvula,  he  passes  it  through  the  in- 
teguments into  the  duct,  and  moves  its  point 
slightly  backwards  and  forwards,  to  certify 
that  the  instrument  has  entered  the  canal; 
which  is  known  by  resistance  being  felt  on 
all  sides.  Then,  holding  the  bistoury  with 
his  left  hand,  he  takes  a small  probe  between 
the  fore-finger  and  thumb  of  his  right,  and 
sliding  it  down  the  groove  in  the  bistoury, 
passes  it  into  the  nasal  duct,  withdrawing 
the  bistoury  as  the  probe  enters  the  canal. 
A nail  headed  style  may  afterwards  be  worn 
in  the  duct ; should  the  surgeon  deem  it 
requisite. 

M.  Dupuytren  uses  a conical  tube,  or 
hollow  style,  which  he  passes  down  the  groove 
of  the  bistoury  into  the  duct,  by  means  of  a 
small  iron  instrument  in  form  of  a right  angle, 
pointed  at  one  extremity  to  receive  and  sup- 
port the  tube,  which  being  passed  into  the 
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duct,  the  instrument  or  support  is  withdrawn. 
An  engraving  of  the  tube  and  its  support  may 
be  seen  in  the  notes  to  Mr.  Travers’  excellent 
work  on  the  Diseases  of  the  Eye, 

As  the  Surgeon  is  often  called  on  to  decide 
regarding  the  state  of  the  nasal  duct,  and  as 
considerable  facility  in  accomplishing  this  may 
be  acquired  by  frequently  passing  a probe  into 
the  canal,  on  the  dead  body,  I have  subjoined 
Mr.  Allan  Burns’  remarks  on  the  mode  of 
examining  this  canal. 

“ The  introduction  of  the  probe  is  not  ge- 
nerally difficult,  yet  I have  seen  several  foiled 
in  their  endeavours  to  pass  it.  They  at- 
tempted by  force  what  they  ought  to  accom- 
plish by  artifice  ; they  endeavoured,  without 
an  acquaintance  with  the  mechanism  of  the 
parts,  to  do  what  can  only  be  done  by  one  fa- 
miliar with  the  organization.  The  position  of 
the  orifice  of  the  nasal  duct,  and  the  after 
course  of  the  canal,  ought  to  be  carefully 
studied,  because  the  probe  must  be  adapted 
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to  the  curve  of  these  parts.  It  is  to  be  passed 
by  gentle  efforts ; force  must  never  be  em- 
ployed. I pass  the  probe  along  the  floor  of 
the  nostril,  with  its  concavity  directed  toward 
the  antrum,  and  its  convexity  looking  toward 
the  septum  of  the  nose.  I carry  it  on  in  this 
course  till  I feel  that  its  point  has  passed  be- 
yond the  ascending  plate  of  the  jaw  bone; 
then  I rotate  the  probe  between  my  fingers, 
till  its  point  looks  upward  and  outward  toward 
the  eye.  While  the  probe  is  making  this 
turn,  it  is  of  consequence  that  its  point  be 
maintained  in  close  contact  with  the  side  of  the 
nostril.  When  this  turn  is  completed,  the 
handle  of  the  probe  is  to  be  gently  depressed, 
while  its  body  and  point  are  elevated.  This 
motion  conveys  its  point  into  the  orifice  of  the 
nasal  duct,  and  carries  it  up  into  the  lachry- 
mal sac. 

<e  If  the  duct  be  free  from  obstruction,  this 
is  generally  readily  accomplished;  but  it  must 
be  mentioned,  that  where  the  lining  membrane 
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of  the  nostril  is  preternaturally  loose  and  pen- 
dulous, the  point  of  the  probe  sometimes 
catches  a fold  of  it,  which  is  carried  into  the 
orifice  of  the  duct,  where  as  a valve,  it  hinders 
the  further  progress  of  the  instrument.  This 
cause  of  obstruction  is  most  easily  overcome, 
by  retracing  the  probe  a little,  and  moving  its 
point  slightly  away  from  the  side  of  the 
nostril.”  * 


EXTIRPATION  OF  THE  EYE. 

Cancerous  and  malignant  fungous  diseases 
are  those,  for  the  removal  of  which,  this 
operation  is  most  generally  required. 

Bartisch,  a German  occulist,  was  the  first 
who  published  any  account  of  the  operation. 
In  performing  it  he  used  a concave  instru- 
ment with  cutting  edges,  which  he  passed 
beneath  the  upper  eyelid,  and  then  scooped 
the  eye  from  the  orbit. 

* Ruins  on  the  Surgical  Anatomy  of  the  Head  and 
Neck. 
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When  it  is  the  eye  only  which  is  to  be  ex- 
tirpated, it  may  be  done  as  follows.  The 
patient  should  cither  lie  on  his  back  with  his 
head  resting  on  pillows,  or  sit  on  a chair,  and 
support  his  head  against  the  breast  of  an 
assistant.  The  operator  stands  on  the  oppo- 
site side  of  the  patient,  to  that  on  which  he 
is  about  to  operate,  and,  with  the  fingers  of 
his  left  hand  placed  at  the  external  angle  of 
the  orbit,  he  draws  the  integuments  outwards, 
while  with  his  right,  he  passes  a straight 
bladed  bistoury  horizontally  beneath  the 
outer  angle  formed  by  the  union  of  the  two 
palpebra?,  and  by  turning  its  edge  and  cut- 
ting out,  he  separates  them  from  each  other, 
and  divides  the  integuments  to  the  outer 
angle  of  the  orbit.  He  then  takes  hold  of 
the  globe  of  the  eye  with  a hook,  and  draws 
it  a little  way  out  of  the  orbit,  and  keeping 
it  in  that  situation,  passes  his  bistoury  be- 
neath the  upper  eyelid  about  the  middle  of 
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the  orbit,  from  whence  he  cuts  inwards,  and 
completes  the  circle  by  carrying  the  instru- 
ment at  one  sweep  round  the  globe  of  the 
eye;  an  assistant  raising  and  depressing  al- 
ternately the  upper  and  under  eyelids.  By 
this  circular  incision  the  muscles  attached  to 
the  globe  are  cut  through  ; when  the  optic 
nerve,  and  other  adhesions,  are  best  divided 
by  a pair  of  curved  scissars.  The  lachrymal 
gland,  situated  on  the  upper  and  outer  side 
of  the  orbit,  is  now  to  be  hooked  down  and 
cut  away.  The  hemorrhage  which  follows 
the  operation  will  be  suppressed  by  the  appli- 
cation of  lint  within  the  orbit  Light  dressing 
should  then  be  applied. 

When  the  palpebrae  partake  of  the  disease 
it  is  necessary  to  extirpate  them  with  the  eye  : 
to  effect  this  the  hook  should  be  passed  from 
above  downwards  through  both  lids,  as  well  as 
a part  of  the  globe  of  the  eye,  which  is  to  be 
drawn  forwards,  when  the  bistoury  is  intro- 
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duced  above  the  upper  eye-lid,  and  the  ope- 
ration concluded  as  before. 

In  those  cases  M,  Dupuytren  is  very  parti- 
cular in  recommending  that  all  the  cellular 
tissue  within  the  orbit  be  removed,  in  case  it 
should  partake  of  the  disease. 


236 


or 

THE  OPERATION 

or 

TREPHINING. 

A fracture  of  the  skull,  with  a portion  of 
bone  depressed  on  the  brain  producing  coma- 
tose symptoms,  is  one  cause  which  frequently 
requires  this  operation.  It  is  also  occasionally 
necessary  for  the  removal  of  extravasated 
blood,  or  purulent  matter,  or  for  the  extraction 
of  a foreign  substance  lodged  in  the  brain. 

There  are  certain  parts  of  the  skull  on 
which  it  has  been  recommended  not  to  apply 
the  trephine ; such  are  the  anterior  and  infe- 
rior angle  of  the  parietal  bone,  where  the 
middle  artery  of  the  dura  matter  is  situated, 
and  which,  when  running  through  a canal  in 
the  bone,  must  necessarily  be  wounded  : but 
as  in  this  case  the  hemorrhage  may  be  stopped 
by  the  application  of  a little  lint,  or  the  vessel 
may  be  secured  by  a pair  of  fine  forceps 
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should  it  be  situated  only  in  a groove,  the 
danger  arising  from  its  division  ought  not  to 
be  placed  on  a par  with  that  of  permitting  the 
cause  of  pressure,  or  irritation  to  remain. 
Over  the  different  sutures  and  sinuses  too, 
some  surgeons  have  refrained  to  trephine,  in 
consequence  of  the  injury  the  dura  mater 
would  sustain  from  its  intimate  connection  with 
the  bone  at  these  parts  being  torn  through,  or 
the  danger  which  would  arise  from  opening 
the  sinus  itself ; but  as  many  successful  cases 
are  related  by  Pott,  and  others,  in  which  the 
operation  has  been  performed  over  these  parts 
the  above  objections  appear  to  be  overruled. 

In  order  to  practise  the  operation  as  conve- 
niently as  possible,  the  patient  should  be  placed 
close  to  the  edge  of  the  bed,  his  head  resting 
on  a thin  pillow,  which  should  be  supported 
by  some  solid  substance,  as  a thick  book,  or  a 
piece  of  board,  taking  care,  if  possible,  to  have 
that  part  of  the  head  where  the  trephine  is  to 
be  applied  the  highest. 
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The  head  being  securely  fixed  by  an  assis- 
tant, the  scalp  is  to  be  divided : if  there  be 
no  depression  of  bone  a longitudinal  incision 
made  in  the  direc  tion  of  the  fracture  will  be 
sufficient,  but  if  the  bone  be  depressed,  a cru- 
cial one  will  be  required.  When  there  is  no 
fear  of  wounding  the  brain  in  dividing  the  in- 
teguments, the  cut  through  them  should  be 
continued  down  to  the  bone,  so  as  to  raise,  if 
possible,  the  pericranium  with  the  integuments. 
If  this  be  not  effected  the  pericranium  must 
be  divided  in  the  same  direction,  and  the  bone 
denuded  by  dissecting  back  that  membrane. 
The  trephine,  having  its  central  pin  properly 
arranged,  is  then  taken  by  the  operator,  who, 
holding  the  handle  firm  in  the  palm  of  his 
hand,  rests  his  index  finger  on  the  crown  which 
he  places  over  the  portion  of  the  bone  that  is 
to  be  removed,  the  instrument  being  perpen- 
dicular to  that  part  of  the  scull  on  which  it 
rests.  He  now  by  a half  rotatory  motion  of 
his  hand  turns  the  instrument,  which  saws  in- 
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to  the  substance  of  the  bone.  As  soon  as  a 
sufficient  channel  is  formed  to  confine  the 
crown  unassisted  by  the  central  pin,  it  is  to  be 
removed  ; or,  as  in  the  trephines  of  modern 
make,  be  drawn  up  into  the  column  of  the  in- 
strument. The  crown  now  used  is  so  made 
as  to  clear  itself  of  the  dust  or  sawn  particles, 
consequently  there  is  no  necessity  for  brush- 
ing it  as  formerly  ; however,  it  will  be  proper 
for  the  assistant  either  to  brush  or  blow  away 
the  small  portions  of  bone  which  may  lie  round 
the  edge  of  the  groove.  The  trephine  being 
again  applied,  the  bone  is  to  be  farther  sawed, 
till  the  external  table  of  the  scull  is  cut 
through,  which  is  often  to  be  known  by  hae- 
morrhage from  the  diploe.  But  as  there  is 
frequently  no  diploe,  especially  in  very  young 
or  old  subjects,  it  is  always  proper  to  examine 
with  a probe  to  what  extent  the  bone  is  cut 
through.  The  operation  is  to  be  continued 
with  more  caution,  lest  the  membranes  of  the 
brain  be  injured  by  the  teeth  of  the  trephine. 


TREPHINING. 

It  will  therefore  be  necessary  to  examine,  from 
time  to  time,  with  a probe,  to  ascertain  if  the 
bone  be  sawn  through  at  any  one  part.  As 
soon  as  that  is  discovered  to  be  the  case  the 
elevator  is  to  be  applied,  and  l)eing'  used  as  a 
lever,  with  the  hand  for  its  fulcrum,  the  cir- 
cular piece  of  bone  is,  if  possible,  to  be  raised. 
Otherwise  the  sawing  is  to  be  very  cautiously 
prosecuted  where  the  piece  of  bone  appears 
most  firmly  connected  with  the  rest  of  the 
cranium  ; and  for  this  purpose,  if  there  be  one 
at  hand,  the  half- trephine  is  the  best  instru- 
ment that  can  be  used.  Should  a portion, 
splintered  from  the  circular  piece,  remain 
projecting  from  the  inner  table,  it  should  be 
broken  off  by  a pair  of  forceps,  or  cut  away 
with  the  lenticular  knife.  The  flaps  should 
be  placed  smoothly  over  the  circular  opening, 
a mild  dressing  applied  with  a soft  compress 
of  lint,  and  a double-headed  roller. 

In  performing  this  operation  the  French 
surgeons  use  the  Trepan.  On  the  top  or 
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head  of  the  instrument,  which  is  constructed 
like  a carpenter’s  whimble,  or  centre-bit,  the 
operator  rests  his  chin,  and  turns  the  instru- 
ment from  right  to  left  till  he  has  sawed 
through  the  bone.  They  say  they  give  the 
preference  to  this  instrument  because  it  does 
not  require  so  much  manual  force,  or  pres- 
sure, as  the  trephine  ; in  consequence  of  which 
there  is  less  danger  of  wounding  the  mem- 
branes of  the  brain. 
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CONCLUSION. 

The  author  trusts  he  has  now  fulfilled  the 
engagement  made  in  the  outset  of  his  work, 
and  that  the  operations  are  so  described  as  to 
be  perfectly  intelligible  to  every  professional 
reader.  It  may  not  be  out  of  place  to  observe, 
that,  with  regard  to  the  ultimate  result  of 
Surgical  operations  in  England  and  France, 
as  far  as  the  author  has  had  an  opportunity 
of  noting,  a greater  proportion  of  patients  re- 
cover after  all  operations  in  the  London,  than 
in  the  Paris  Hospitals  : this  may,  in  part,  be 
accounted  for  by  the  fact  of  patients  being 
submitted  to  operations  in  Paris,  on  whom,  in 
London,  it  would  be  considered  useless  to 
operate  ; at  the  same  time  it  must  not  be  for- 
gotten, that  some  of  the  leading  French  sur- 
geons are  very  jealous  in  adopting  any  surgi- 
cal improvement  which  may  have  had  its 
origin  on  this  side  of  the  water  ; for  example, 
the  healing  of  wounds  by  adhesion.  After 
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the  French  operation  for  hernia,  the  lips  of 
the  incision  are  not  brought  in  contact  but  re- 
main asunder,  and  the  wound,  filled  with 
char  pie,  is  left  to  granulate  : in  consequence 
of  this,  peritoneal  inflammation  generally  suc- 
ceeds, to  which  the  patient  frequently  falls  a 
victim.  Out  of  seven  cases  of  this  kind,  which 
the  author  witnessed  at  the  Hotel  Dieu  during 
the  winter  of  1821,  one  only  recovered.  Ne- 
vertheless, in  quickness  and  dexterity  of  ope- 
rating, the  Surgeons  of  France  may  rank  be- 
fore us,  and  their  superiority  in  this  respect, 
as  is  before  stated,  must  be  attributed  to  the 
facility  with  which  they  procure  subjects,  and 
the  attention  they  bestow  upon  the  practice  of 
operating  on  the  dead. 


THE  END. 


Plummer  anil  Brewis,  Printers,  Love  Lane,  Eastclieni>. 
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EXPLANATION  OF  THE  PLATES. 


For  the  execution  of  the  whole  process  relative 
to  the  drawings  I am  indebted  to  a friend,  whose 
successful  labours  in  the  art  of  Lithography  have 
enabled  him  to  supply  me  with  the  Plates  which 
accompany  the  present  edition. 


PLATE  I. 

FIG.  I. 

Is  a drawing  of  John  Keats’  foot,  taken  some 
months  after  he  had  left  Guy’s  Hospital  and  re- 
sumed his  occupation  at  North  Green  saw-mills, 
near  Finsbury  Square,  very  little  the  worse  for 
the  accident. — Seepage  184. 

FIG.  II. 

Is  the  drawing  of  a dissection  made  from  an  am- 
putated foot ; it  merely  shews  the  course  of  the 
knife  along  the  metatarsal  bone  of  the  great  toe, 
and  the  tarsal  bones,  in  the  above  operation. 
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PLATE  II. 

FIG.  I. 

Gives  a view  of  the  Straight  Director  or  Staff 
used  by  Mr.  Aston  Key  in  the  operation  of  Lithoto- 
my. The  instrument,  from  which  the  drawing  was 
taken,  is  that  used  by  Mr.  Key  in  operating  on  a 
child  under  five  years  of  age.  It  is  slightly  curved 
towards  the  extremity,  the  more  readily  to  adapt 
itself  to  the  concavity  of  the  bladder. 

FIG.  II. 

Mr.  Key’s  knife  with  a scalpel  blade,  but  longer 
than  a common  scalpel,  and  slightly  convex  on  the 
back  near  the  point,  that  it  may  run  smoothly  along 
the  groove  of  the  stafi”.  When  used  with  a staff  of 
this  form  the  whole  of  the  cutting  part  of  the  ope- 
ration may  be  easily  performed  with  it. 

FIG  III. 

The  calculus  extracted  by  Mr.  Key  in  the  first 
operation  with  these  instruments.  Its  size  will 
enable  the  surgeon  to  judge  of  the  extent  of  the 
opening  in  the  cervix  vesicae  and  prostrate  gland, 
which  in  so  young  a subject  may  be  made  with 
safety  according  to  this  method  of  operating.  The 
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comparative  size  of  the  incision  that  can  be  made 
in  the  adult  maybe  inferred. 


FIG.  IV. 

A calculus  extracted,  by  the  Author  of  this  work, 
from  a boy  nine  years  old,  living  in  the  neighbour- 
hood of  Tewkesbury.  It  is  unusually  large  for  so 
young  a subject,  but  the  boy  having  had  all  the 
symptoms  of  stone  for  six  or  seven  years  accounts 
for  its  size.  The  knife  and  staff  here  delineated 
were,  through  the  kindness  Of  Mr.  Key,  used  in 
this  operation. 
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PLATE  III. 

The  knives  delineated  in  this  plate  will  be  found 
much  better  calculated  for  the  amputation  of 
lingers,  or  toes,  or  their  metacarpal  bones,  than 
the  common  scalpel  generally  used  in  England. 
The  form  is  slightly  varied  from  that  of  the  bis- 
toury iu  general  use  amongst  French  Surgeons, 
and  the  blade  being  permanently  fixed  in  the  handle 
enables  the  operator  to  use  the  knife  with  greater 
facility  than  he  can  the  French  instrument,  which 
shuts  in  the  haft  like  an  English  pocket  knife. 

The  knives,  from  which  the  drawings  are  taken, 
I have  shewn  to  several  eminent  surgeons  in  Lon- 
don ; and  I believe  this  form  of  instrument  is  now 
used  at  two  or  three  of  our  public  Hospitals. 


fig.  r. 

Is  made  with  about  an  inch  of  cutting  edge  on 
the  back,  to  enable  it  to  pass  more  readily  through 
the  soft  parts,  when  it  is  required  to  be  thrust 
through  them  as  in  the  amputation  of  the  meta- 
carpal bone  of  the  little  finger,  described  at  page 
162 ; or  in  amputation  at  the  wrist-joint,  &c. 

FIGS.  II.  AND  III. 

Are  designed  for  the  removal  of  Fingers,  or 
Toes,  &c. 
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FIG.  IV. 

Is  the  bistoury  used  by  Monsieur  Dupuytrcn  in 
the  operation  for  Fistula  Lachrymalis : it  has  a 
groove  near  its  back,  which  serves  to  conduct  the 
probe  or  style  into  the  Lachrymal  canal.  Sec 
page  228. 

This  instrument  I have  also  found  very  well  cal- 
culated for  the  operation  of  passing  a seton  through 
the  thyroid  gland  in  cases  of  Bronchocele.  The 
point  being  very  sharp,  and  the  blade  narrow,  it 
passes  readily  through  the  gland  leaving  but  a 
small  wound  ; a circumstance  of  importance  in  so 
vascular  a part ; the  groove  near  the  back  facili- 
tates the  passage  of  the  eyed  probe  which  carries 
the  silk. 

The  blade  of  the  instrument  shuts  in  the  haft ; 
but  when  open  it  is  kept  firm  by  a spring  catch  in 
the  back  of  the  handle. 
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PLATE  IV.  . 

The  figures  in  this  plate  represent  a set  of  Cat- 
lins  of  different  sizes. 


FIG.  i. 

Is  the  kind  of  instrument  used  by  Lisfranc  in 
amputating  at  the  Hip- Joint,  as  described  page 
222. 


FIG.  IT. 

That  used  in  amputating  at  the  Shoulder-Joint, 
Lisfranc’s  method,  described  page  180. 


FIG.  III. 

The  catlin  for  the  double  flap  amputation,  de 
scribed  page  211. 


FIG.  IV. 

That  to  be  used  in  performing  the  different  am 
putations  of  the  leg. 


ERRATA. 


Page  112  line  l far  muscle  read  muscles. 

200  14  for  intcrrosseous  read  interosseous. 
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